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MAGSIL 


B. C. P. W, Brand 
Magnesium Trisilicate Co, Tablet 


Controls gastric acidity, action sustained. Protects 
fermentative toxic products of indigestion. Acts as & 
Available in Bottles of fifty tablets 
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The following special characteristics of ‘Sulphamezathine’ 
administration are of importance in medical practice. = 6’ SULPHAMEZATHINE’ 
PREPARATIONS 


‘Sulphamezathine’ Pow- 
der: Containers of 25 and 
soo Gm. 
*‘Sulphamezathine’ Pow- 
der: (Sterilised): Contain- 
ers of 25 Gm. 
‘Sulphamezathine’ Tab- 
lets (each 0.5 Gm.): Con- 
tainers of 25, 100 and 

‘Sulphamezathine’ Oral 
Suspension (r Gm. in 2 
fluid drachms): Bottles 
of 100 ¢.c. 


‘Sulphemezathine’ Lozen- 
ges (0.25 Gm.): Contain- 
ers of 25, 100 and 500. 
‘Sulphamezathine’ Sodi- 
um. Ampoules of 1 Gm. 
in 3 ¢.c., ampoules of 
3 Gm, in 9 ¢.c.; Contain- 
ers of sand 35. 


‘Sulphmezathine’ Pow- 
der: (sterilised) with Peni- 
cillin: Containers of 25 
Gm. 


Descriptive iterature and price list supplied on request. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 


CALCUTTA BOMBAY MADRAS COCHIN KANPUR NEW DELHI 
AND 


IMPERIAL CHEMICAL INDUSTRIES (EXPORT) LTD. 
(4 subsidiary company of Imperial Chemical Industries Ltd.) 
KARACHI CHITTAGONG RANGOON COLOMBO 


A SYMBOL 
OF QUALITY 
pu/e7 


When replying, please mention the Journal of the Indian Medical Association 


During the past year a number of eminent authorities have . wie 
expressed a preference for ‘Sulphamezathine’ and have drawn 
attention to its outstanding advantages in the treatment of ; . 
bacterial infections. 
3 
@ ‘Sulphamezathine’ is one of the least toxic of the ; 
sulphonamides. It is well tolerated and rarely produces : 
: unpleasant effects of any kind. ; 
. @ Renal complications are almost unknown. Additional if 
fluids and alkalis are unnecessary. 
that effective blood can be easily maintained. 
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OF GASTRO-INTESTINAL INFECTIONS 


PHTHALYLSULPHATHIAZOLE 


features 


@ Low absorption absence of crystalluria 
@ Low dosage — absence of toxicity 


@ Prolonged action—high focal 
concentration 


Economical 


Indications 


Bacillary dysentery ¢ Colitis © Cholera 


Containers of 25 and SOO tablets. 


MAY & @ BAKER 


MAY & BAKER (INDIA) LTO, BOMBAY © CALCUTTA MADRAS & LUCKNOW 


When replying, please mention the Journal of the Indian Medical Association 
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in all B, deficiencies 


Apart from the gross deficiency state of beri-beri, 
* conditioned * deficiency of vitamin B; gives rise to 
symptoms of very diverse nature. Neuritis (particularly 
alcoholic neuritis), involutional depressions, gastro- 
intestinal atony, anorexia and certain cardiopathies are 
typical. In most cases, specific B; therapy gives such 
rapid response as to be dramatic. ‘Berin’, the Claxo 
Preparation of aneurine hydrochloride, provides @ 
Precise and calculable means of vitamin B; administra- 
tion. ‘ Berin ‘ may be.given:by mouth or injection. 


tn bexes of 6 and 100. 
@Phials: 25mg. mg. and 100 mg. per on 
00 rubber-capped phiais. 


Ampouies ; containing 25 mg. and 60 mg 


~ te Doties of 25, 100 and 1,008, 


GLAXO LABORATORIES (INDIA) LTD. Bombay Celcutte Madras 


When replying, please mention the Journal of the Indian Medical Association 
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Since the classical works of 
Sen and Bose, Siddiqui and Sid- 
diqui and other workers in the 
early thirties of the present century 
Rauwolfia Serpentina has gained 
universal recognition for its sedative, 
hypnotic and hypotensive properties, 
Bromo-Rauifin is prepared from the 
roots of this plant collected from 
Nepal Terai and adjoining areas of 
India. 


In every stage of its manu- 
facture from the identification of 
the plant to the assay of the alcoho- 
lic extract Bromo-Raulfin is sub- 
jected to rigorous analytical check. 

ese checkings enable the manu- 
facturers to guarantee standardisa- 
tion of the final product which can 
be used with confidence in all cases 
requiring the administration of R. 
Serpentina to the patients. 


THE IDEAL SEDATIVE, HYPNOTIC & HYPOTENSIVE 


- - 


EASTERN DRUG COMPANY LIMITED 
4, MOYERPORE ROAD &© CALCUTTA-27. 
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KODAK 
LTD. 


(Incorporated 
in England) 


Soced 


FILMS 


4 eon whole assumption underlying 

standardized exposure technique 
and standardized processing of X-ray 
film is that, under ident.cal condi- 
tions, the film will always give iden- 
tical results. ln Kodak ‘Blue Brand’ 
X-Ray Films consistency is the emul- 
sion virtue that is basie to all the 
others. Consistency in speed and 
contrast. Consistency in fineness of 
grain and freedom from fog. Consist- 
ency in the absence of flaws and 
abrasions. The consistency that makes 
for uniform radiographic oy Ml and 
ensures maximum diagnostic valuc. 


For undeviating only in box after 
box after box, Radiographer 


knows he can on this product 
completely. 

Stored by Kodak Limited ia ial low 
temperature rooms to preserve ness. 


BLUE BRAND 


Supusti HEALTH FOOD 


From chemically processed Soya Bean 
Protein 40 to 46%. Fat 18-22%. Carbohydrates 16%. 
Salts (alkaline) of Fe, Co, P & K. Vitamins A, B, C, D, E & K. 


“a Synthetised Vitality” 


A unique balanced diet for generai malnutrition convalescence, avitaminosis. 
balance ordinary diet | to 2 oz. according to the nature and quality of the food taken. 


e Strengthens the Weak @ Supports the Strong s 


To 


INDIAN HEALTH & LABORATORY, LIMITED. 


When replying, please mention the Journal of the Indian Medical Association 
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Prescribe with confidence :— 


POLY-A MINOS—s2 preparation of 


ministration ; Com of all aminoacids 
includi Methionine, Soddi-Glycerophos- 
phate, Formate. Glycerine & Alcohol. 
Growing appetite, sense of well being and 

om from gastric irritation are the 
immediate effect of this preparation, which 
successfully ¢ Inutrition and meets 
with almost all the protein deficiencies and 
promotes the power of healing after operation 
as well. 


Sold in 6 oz phials. 


the 


the cases of Calcium deficiency, wasting 
conditions, respiratory disorders, Haemorrage 
& Anaemia etc. 


Available for intramuscular Non- 


toxic, in 2 & 56 c.c. ampoules, and for oral 
administration in 8 oz phials, 


Full particulars from :— 


CALCUTTA POLYCLINIC LTD. 
6-A, 8, N, Banerjee Road, Calcutta 13. 


CONTENTS 


Acety!-Choline—Stimulater and Inhibitor 


Indications for Pulmonary Resection 


Reeve H. Brrs, 


Tetanus—Its Management 


—S. M. Gaosu, F.x.c.s, 


Labour in Occipitoposterior Pasition and its Managesent 


—Katipapa MB. 


Senile Enlargement of Prostate Pathological Aspect 


—B. P. Trivent, M.8., BACT. 


Occupational Hazards in Coal. Gas Mandisctuse 


—C. C. Baarracnaryya 


Case Notes: 
A Severe Case.of Infectious Hepatitis with Coma 


a 


An Unusual Complication after Cataract Operation 


—S. C. Roy, ma, 
A Misleading Case of Severe Constieation 


—K. A. Desat, (80M.), (BoM.) 


Editorial : 
Autonomic Nervous System and of Nerve 


Impuylses 


Current Topics 

Notes and News 
Correspondence 
Current Medical Literature = ‘ 


Supplement 


Disodium Hydrogen Citrate per fluid 
Ounce. Available in 40z., 8 oz. 


‘GLUCONATE LT! 


135, PRINSEP STREET CALCY 
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MADHAY CHEMICAL~ WORKS. 
CALCUTTA-7. 


loo as negalive 


D1-10 DO-HYDROX YQUINOLINE 
( contains 64% ) 


AMERICAN MAKE 


B'COMPLEX STANDARD 
& CONCENTRATED. 


7 LIVER EXTRACTS,2US.2 
(CRUDE), SUS.PEIOU.S.P 


PHONE 2867/ CABLE UTERODYNE' 


STANDARD DRUG & CHEMICALC? 


174,HORNBY ROAD, FORT, BOMBAY. 


FOLIC ACID 
VITAMIN. A 
THIAMIN ORIDE 12 MG. 
RIBOFLAVIN 
HyDROCHLOR 

ACINAMIDE 50 MG. 
ORBIC ACID 13 Nie 
PANTOTHENATE 
VITAMIN MC. 


YEAST CONCENTRATE 


derived from unlractioned 
3 grains. Liver and grains of Yeast 


Manufactured by 
C. F. KIRK CO. 


NEW YORK USA 


Saal Ors 
STANDARD DRUG & CHEMICAL CO. 


HORNBY RD. FORT BOMBAY 
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TRADE HOECHST MARK. 


F EST A L The highly potent pancreas enzyme 

Ay preparation ina stable form of dragees 

Lipase, Amylase; ‘Trypsin, Hemiceliiilase. which are not disintegrated by the 
"a acid of the stomach indicated in diges- 


tive disturbances. 


CH OLEFLAVIN Indicated in all affections of Biliary 


Tiypalavin, pepaversn, podophjilin tract. Cholecystitis, cholangitis ete etc. 
v And oil menth pip. Prophylaxis in attacks of biliary colic. ; 
ORIGINAL MANUFACTURE 
SOLE IMPORTERS FARBWERKE HOECHST AGENTs FOR BENGAL, 
Indo Agencies Ltd. Pharmaceutical Dept. U. P. Bibar, Orrissa, Assam. 


MADRAS. Frankfurt (M) GERMANY. PHARMA TRADING CO. 
8/2, Hastings Street. Calcutta. 


BRAND 
Folic acid with Liver and Vit. B Complex 


Each tablet contains : 


Vit. B 1 
Vit. B 2 = 
Nicotinic acid .. 20 M.Gms 

45 


Liver Cone. geo des 

Indicated in all types of Macrocytic anaemia, Vit. B Deficiency and Sprue. 

The Folic acid concentrate which is added to this product is obtained from fresh 
liver. The concentrate contains Folic acid in the free as well as in the conjugated forms. In 
addition to this, the Folic acid concentrate is also rich in all the other compounds of the Pterine 
class which play an important role in blood regeneration. 

The Liver extract fraction is extremely rich in the anti-pernicious anaemia factor 
and all the other secondary factors like Tyrosine, Xanthine and certain peptides. In addition 
to this, B-Folin is reinforced with synthetic Vitamins of the B-Complex group. B-Folin should 

‘ therefore prove very useful in all types of Macrocytic anacmias especially those associated 
with sprue. It can definitely be given with very good effects in cases of pernicious anaemia, 
Procurable everywhere from all the leading Chemists or apply to Manufacturers 


Navaratna Pharmaceutical Laboratories, 
P. B. No. 13, Mattancherti, P. O, Cochin 


Whew replying, please mention the Journal of the Indian Medics! Asedistion 
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RECOGNITION 


of the activity of Proteolysed 
Liver in Macrocytic anaemias and 
Liver Cirrhosis 
UNIVERSAL 


PROTEOLYSED 
—LIVER-RB 
A pure liver proteolysate, has 


DIFFICULT DISCRIMINATION 
of a particular type of anaemia 
suggests the use of iron and liver 
therapy. 
IN SUCH CASES 


FERHEPAR 


An iron liver 
rsed_ by physi- 


cians’ acceptance, will be found 
convenient and effective. 


| Both products are easily assimilated and well tolerated. | 


Available ta © ozs. bottles 


Particulars 


on request. 


RAPTAKOS, BRETT & CO. LTD., WORLI, BOMBAY. 


When a patient is unable to take and digest sufficient 
protein to rebuild wasted tissue, oral amino acid 
feeding is indicated. *‘PRONUTRIN ' is a hydro- 
lysate of casein and both a natura! antacid and a 
rich source of nutriment, Prepared by compete 
hydrolysis of casein, proteins are broken down 
into smaller units of amino acids and the simpler 
polypeptides, ‘PRONUTRIN ' thus provides a 
protein equivalent in a form the body can most 
omy absorb for tissue building and repair. 
* PRONUTRIN * can be taken in hot, cold or iced 
water either alone or combined with fruit 


juices, meat extract, tomato puree or stirred 
into milk or soups. 


A_ booklet giving fuller details of 
*PRONUTRIN ‘ will gladly be senton request. 


Agents: Gillanders, Arbuthnot & Co., Lid., Netaji Subhas 


Road, Calcutta. Branches in Bombay, 
Karachi, Lahore, Rangoon. 


‘PRONUTRIN’ 


CASEIN HYDROLYSATE ; 
WELWYN GARDEN CITY, 


4 OZ & 16 OZ, TINS 


HERTS PHARMACEUTICALS LTD., 


Madras, Dellu, Kanpur, 


ENGLAND 


When replying, please mention the Journal of the Indian Medical Association 
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Essence of Chichen for ors! 
Predigested and most easily sssimiledie pretetea feed fer 
tmmediste energy Leeves no residue and does mot the 
system Effectively edministered in tam of energy, 
eta make wp protein deficiency ond provide unmediate ene 


The origina! of storing pera, concectreted 
Hind Chemicals eed sample ge 
RANPUR 


HIND CHEMICALS LIMITED, KANPUR. 


Lucknow Branch: Distributors for: 
4, Mahatma Gandhi Road, Presidency : Cc P. & Berar: 


American Co, Ltd. Bomba 
43, Forbes Street, Fort, Bombay. Opp...Cotton Marten 
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@ THE COMPOSITION IS STRICTLY UNIFORM 

@ BY HOMOGENIZATION DURING MANUFACTURE THE FAT 
GLOBULES ARE MADE EVEN SMALLER THAN THOSE OF 
HUMAN MILK 

@ THE MANUFACTURING PROCESS HAS REMOVED ALL DANGER 
OF THE PRESENCE OF PATHOGENIC ORGANISMS 


WE INVITE YOUR ENQUIRIES FOR FREE LITERATURE 


NESTLE’S po. Box 396, CALCUTTA 


When replying, please mention the Journal of the Indian Medical Association 
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For sustained control 
of gastric hyperacidity 


= Novasorb provides for sustained contro! over gastric hyper- 


adsorptive properties, 
ba! may om acidity without producing an alkaline condition ia the stomach. 
With suitable deses, dees It thus presents a desitable imtprovement over the older antacids, 


not destrey activity. 
ack ae pine where contro! is limited to the immediate reaction and where 


- continued administration of excess alkali may induce alkalosia. 
twora The Novasorb brand of hydrated magnesium wisilicote wes 
(Brit. med. 1996, 1, M3, 205 and 254) 2 


When replying, please mention the Journal of the Indian Medical Association 
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FOR AND 
HEPATIC DISORDERS 


A f RE-ANTACID (PHILIPS) 


THE MOST EFFECTIVE ANTACID... 


It is a novel combination of 
magnesium trisilicate-O.240 gms 
and aluminium hydroxide 0.240 
gms per tablet. 

Agre-Antacid reducesthe acidity 
of the gastric contents to normal 
and has a protective astringent 
action on the mucous membrane 
of the stomach. It is highly 
effective in hyperchlorhydria, 
gastric and “duodenal ulcers. 


FOR PULL PARTICULARS PLEASE WRITE TO: 


PHILIPS ELECTRICAL CO. (mo) LTD. 


X-RAY & MEDICAL DEPARTMENT 
(PHARMACEUTICAL DIVISION) 
“PHILIPS HOUSE", 2, HEYSHAM ROAD, CALCUTTA—20 


Sole Distributors in India, Burma & Ceylon for— 
BREWER & COMPANY, INC. WORCESTER, MASSACHUSETTS. U. 8. A. 
PHILIPS VAN-MOUTEN & ROXANE LTD. MOLLAND®@ ESTRO CHEMICAL CO. INC. NEWYORK 


When replying, please mention the Journal of the Indian Medical Association 
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A choleretic, laxative and digestant 
Composition : 
Oleoresin of Capsicum 1/40 gr. ) 
4 
- 
A 
\Q 
—” Available in aluminium containers of 60 tablets. 


J. I. M. A. ADVERTISER 


June, 1950 xv 
| 
| 
A pert of the BAYER in » 
Leverkusen, Germany as they stam 
to-day. 
Founded about 90 years ago, the »Maget« Factories ; 
“4 were generally acclaimed as pioneers im the pharmaceu- a 
tical field. The Factories have survived the war 
: unscathed and are in full production. Their standard of 
f quality and reliability is again setting an example to the : 
2 pharmaceutical industry as a whole. Bs: 
~ 7 
SUPRONAL : The latest advance in sulfo- B 
in its action, Supronal is effective against : 
streptococcal, pneumococcal, staphylococcal, 
B.coli, etc. Supronal is a specific in baci- 
lary dysentery, it also acts in anaerobic R 4 
tnfocdions euch For oral and 
parenteral 
THEOMINAL : The ideal preparation in »B 
hypertonic conditions, arteriosclerosis, angina 
It vascular tone, allays vascular 
spasms effects rapid improvement in 
general well-being. For cral administration. 
Sole Importers in India 
OPTARSON: A rapidly acting roborant 
itable in cases jon, energy (mae 
Gun Post Gon Mo 10008, Coleone 
Ideal in convalescence after infectious diseases. 
Bi When replying, please mention the Journal of the Indian Medical Association } 
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Gy prescribing ‘Plebex’ Elixir for your patients, you will 
ensure that they obtain all the well-known factors of 
che Vitamin B. complex in adequate amounts. 

is palatable extract of rice bran, balanced by the 
addiction of thiamin and riboflavin. 


MARA 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, 
LONDON, 
Sole Distributors : 
India : GEOFFREY MANNERS & CO. LTD., Bombay, Calcutta, Madras, Delhi. 
West Pakistan : GEOFFREY MANNERS & CO. (Pakistan) LTD,, Lahore & Karachi. 
Sub-Distributers : 
East Pakistan: HAJI RASHID AHMAD & SONS, Chittagong & Dacca. 


Copwright” 
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(5:7 DI-1O0D0-8 HYDROXY QUINOLINE) 


EACH TABLET CONTAINS :— 


3.2 grs. (210 mgms.) of Di-iodohydroxy- % AMOEBIC & CILIATE 
ji, he 


A 
more an 

cab SUBACUTE & CHRONIC. 

in amoebiasis, and consequently it is more wx SUMMER DIARRHOEA. 

potent and prompt in action. 

it is of value in resistant cases too, The ac ws. 

drug can also be used as retention enema, Available in botties of 
25, 100 & 1,000 tablets. 


ALE@OIG CHEMICAL’ WORKS CO, LTO, 
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NOW AVAILABLE 


form of f 


Dihydrostreptomycin Squibb 


PERMITS HIGHER DOSAGE FOR MORE PROLONGED PERIODS 


A potent antibiotic compound derived from streptomycin by 
reduction with hydrogen. 
Like streptomycin, as an adjunct to other measures in tuberculosis. 


The antibacterial activity of Dihydrostreptomycin usually paral- 
lels that of streptomycin in tuberculosis. Resistant strains of 
organisms appear to develop as rapidly as With streptomycin. 
Dihydrostreptomycin is significantly less neurotoxic than strepto- 
mycin and hence can be given in larger doses and for more pro- 
longed periods. In addition, patients showing allergic reactions to 
streptomycin have been able to continue with the dihydro form. 
Only i lastly, pending further clinical studs 

Daily doses of 2 grams of Dihydrostreptomycin Squibb may be 
given safely for periods equal to those in which streptomycin has 
been restricted to 1 gram a day, provided there is no renal dys- 
function. Average dosage—1 to 2 grams daily in divided doses 
every 12 hours. 


2U ce. vials containing the equivalent of 1 Cm. streptomycin base 
50 cc. vials containing the equivalent of S Gm. streptomycin base 


SovIBB a leoder in streptomycin research and manufacture 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


Representatives : MARTIN & HARRIS, LTD. 
CALCUTTA, BOMBAY, MADRAS, DELHI, KARACHI, CHITTAGONG, RANGOON 
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ADVANTAGES FOR YOUR PATIENT 
aqueous » yet only | injection a day 
aqueous » minimal pain... no oil—no war 


aqueous » prolonged therapeutic blood levels 


ADVANTAGES POR YOU 


aqueous » easily suspended ... stable for 21 days under re- 
frigeration, or a week at room temperature, with 


no significant loss of poteacy. In powder form— 
stable for a year. 

aqueous » syringe and needle need not be dry; needle blook- 
age minimized. 

@queous » syringe and needle easily cleaned. 


adry powder for the preparation of an aqueous suspension 


» single-dese vials of 300,000 units with and without diluens 
multiple-dose wials ef 1,500,000 and 3,000,000 uniss 


SQUIBB A LEADER IN PENICILLIN RESEARCH AND MANUFACTURES 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
Representatives: MARTIN & HARRIS, LTD. 
CALCUTTA, BOMBAY, MADRAS, DELHI, KARACHI, CHITTAGONG, RANGOON, 


When replying, please mention the Journal of the Indian Medical Association 
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Specialties for the MEDICAL PROFESSION 


A general uterine tonic and alterative in chronic uterine disorders of both structural 
and functional origin, 


for primary and secondary Anemia. 


A S W AR I N :—A composition to tone up the central nervous aystem in » short time. 
DIG ES Ti digestive elixir and tonic for dyspepsia, weakness and auto-intoxication. 
BIL IT OWN E:—A liver tonic, cures biliary dysfunctions. It restores the liver to its normal functions 


QUIN OGEN :—An ideal combination of anti-malarial and anti-anemic tonic principles of indigenous 
and western extraction for the treatment of malaria. 


Special reference is made to the high quality of I.C.T.W. products 
ingredients selected for their purity and uniformity. 


Therapeutic notes of these outstanding products are sent to members of the Medical Profession 
on request. 


Indian Chemical & Therapeutical Works Ltd. 


68, BARRACKPORE TRUNK ROAD, CALCUTTA. 


VENOM THERAPY 


Bee Venom Arthritis. Ascites. Pleurisy. 
Cobrav. | Collapse, Coma. Dyspnea. 
Vipery.B * Rickets, Epilepsy, Climaxis. 
Red Ant v. Arthritis. Polypus. 

Blistering Fly v. Bufns and Scalds. Uremia. 
Orange Spider v. Caries. Galloping Phthisis. 
Cuban Spider v. Chorea. 

Rattlesnake v. . Malignant hematic jaundice. 
Toad venom Pains of Cancer... ; 


Descriptive Booklet free to the Medical Profession. 


LEXIN LABORATORY 


MIHIJAM E.LR. (SP) India. 
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ACCELERATES 
Ol HEMOGLOBIN FORMATION 
and REGENERATION 
STIMULATES RED BLOOD 
MATURATION 


Indications : Management of the commoa macrocytic and 
hypochromic microcytic ansemias. 

Sprue : Folic Acid produces a “ spiral” effect in thet the 
regeneration of the blood is followed by an improvement ia 
the function of the elimentary tract with e corollary benefit 
to assimilation of hematopoietic factors ia the food. 
Nutritional Macrocytic Anaemias: of Pellegra, Preg- 
sancy, Infeacy, Malnutrition end Enteric pathology. 
Dimorphic Ansemias: of Malasie, Ankylostomissia, 
Chronic Blood toes end Chroak infection 
amoceted wih Mai 


Packing : POLIFEROL : Bottles of 50 tibe 
POLIC ACID: Bottles of 25 tabs of 3 mg. each 


Distr: bufors 


_ THE FAIRDEAL CORPORATION LTD. 
BOMBAY 1 ; ADR CALCUTTA 1 
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ACETYL-CHOLINE—STIMULATOR AND INHIBITOR® 
R. C. SHUKLA, 
Reader in Physiology, 
King George's Medical College, Lucknow 


Acetyl-choline is derived from choline which is a 
constituent of the phospholipide, lecithin, an ever-present 
constituent of every living thing. As its name implies, 
acetyl-choline is the acetic ester of choline and was first 
prepared by Baeyer (1867), but it remained only of 
chemical interest until Hunt and Tavean (1906) dis- 
covered that it possessed marked physiological activity. 


The first isolation and identification of acetyl-choline 
as a natural constituent of the body was made by Dale 
and Dudley (1929). In the same year Dale in his 
Croonian Lectures indicated the grounds for a belief that 
the action of the parasympathetic part of the autonomic 
nervous system is intermediated by the peripheral release 
of acetyl-choline. 


So far as the heart is concerned the original observa- 
tion that vagus stimulation caused the appearance of a 
chemical substance which performed the act of inhibition 
was made by Loewi (1921). The identificaion of this 
humoral transmitter with acetyl-choline was made in 
1933 by Feldberg and Krayer. 

When I set out to perform the experiments 
described below I therefore accepted it as proven that 
acetyl-choline is the humoral transmitter of the action 
of the vagus on the heart. What I desired to find out 
about this drug was how it acts, and that ‘how’ is the 
keynote of my experiments. If I could find some 
regular constituent of body tissues which regularly 
antogonised the inhibitory action of acetyl-choline and 
equally regularly assisted the heart to recover from the 
effects of acetyl-choline, then it appeared to me that I 
shall have gained some information concerning the 
mode of action of the drug. 

My experiments have been performed on the per- 
fused hearts of Rana tigrina and | have used the method 
first elaborated and described by Burridge. In brief, 
he recommends the use of a series of perfusing solu- 
tions each differing from any other only in its calcium 
content, The one standard solution contains:—0-6 
per cent NaCl, 0-025 per cent CaClp, 0-03 per cent 
KCl, 0-01 per cent NaHCO, and is designated R. 
The other standard solution is designated ROCa and 


* Read at the Scientific Section of XIII U. P, Provincial 
Medical Conference held at Kanpur. 
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differs from R in containing ne calcium. By mixing 
R and ROCa in different proportions perfusing solu- 
tions are formed differing only in their calcium con- 
tent which is then designated as a fraction of R, ¢g., 
2R/5, 

The experiments were performed on frogs Rana 
tirgina, and the procedure adopted was the following: 


The heart of the frog was exposed by removi 
the sternum after destroying the brain and the spinal 
cord. The pericardium was then dissected off and 
the inferior vena cava was recognised. A portion of 
the wall of the inferior vena cava was resected, and 
the perfusion cannula introduced through the hole thus 
made. Later a slit was made in the apex of the 
ventricle to let the solution flow off and then the hind 
vortion of the body of the frog was removed so that 
it could fit up on the cork sheet (Fig. 1). The hook 
D was then passed through a portion of the muscula- 
ture of the heart so that pointer P may follow the 
movement of the heart. 


Detaits or EXPERIMENTS 


. 
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The two funnels (P” P”) as seen in Fig. 1 
with two rubber tubings and clips attached were 
mounted on the board (B). The height was adjusted 
to 4-5” above the table so that the solution may flow 
easily. The drum of the kymograph had three speeds : 
slow, medium and fast. Ordinarily only the slow 
speed was used but the medium and, less often, the 
fast were also used to see the details in the curves. 


When the experiments were started the perfusing 
solution was used first by tilting slantingly a 100 c.c. 
flask of the perfusing solution over the funnel and cor- 
responding rubber tube connected to cannula (C) as 
shown in Fig. 1, so that every drop of fluid may 
be seen going in with air bubbles. In the other funnel 
the drug dissolved in the perfusing solution was kept 
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in reserve. Whenever the perfusion of the drug was 
desired the other tube B was connected to the cannula. 


Electric shocks could easily be given to the heart 
when desired by connecting one wire of the secondaty 
coil to the base of heart and the other to the hook. 


Whenever any change in solution was made the 
corresponding change in the drug was also made so 
that the drug was dissolved in the same perfusing 
solution which was allowed to flow at a certain time 
through the heart and only the effect of the drug 
was noted, For instance it R/10 was the perfusi 
fluid then acetyl-choline was dissolved in K/10 
next dilutions of drug were also made in R/10 so 
long R/10 was allowed to flow. When R/10 was 
replaced by 2R/5 then a fresh stock of drug was 
taken and different solutions were made in 2R/5 
solution. That means that drug was always dis- 
solved in the perfusing solution whatever be its (per- 
fusing solution) composition and the dilutions were 
also made in the perfusing solution. When the per- 
fusing solution was changed, fresh stock of drug was 
always taken and dissolved in that solution and so on. 


Resutts 


The solution of least calcium content used was 
R/10, and we note from what was explained above 
that its calcium content was 0-0025 per cent CaCle. 
When this solution holding 1 per cent of acetyl-choline 
was perfused, there followed almost immediately after 
it reached the heart, a complete inhibition of the heart. 
But there was no recovery therefrom when the drug 
holding solution was replaced by Ringer’s solution 
only even after twenty minutes. Recovery, however, 
did take place if a solution of higher calcium content 
was used. The Ringer actually employed for this 
purpose was R. 


Now the ordinary duration of beating of a heart 
perfused with a solution R/10 is about 20 minutes, 
and at least half of this time would have elapsed before 
one could ordinarily start using a drug. If then, the 
time required to resume beating after 1 per cent of 
the drug was greater than ten minutes, no recovery 
of beating could be observed on solution R/10 even 
though the heart had actually recovered from the 
effects of the drug. From the capacity of the heart 
to resume beating on solution, R, I deduced that the 
time taken by the heart to recover from 1 per cent of 
drug was greater than the remaining survival time of 
beating on solution R/10. 


The heart which failed to beat again on solution 
R/10, after 1 per cent acetyl-choline had been used, 
had not therefore been killed by the drug. It was 
rather a matter of the time taken for recovery. There 
were, in fact, two times involved; there was firstly 
the time taken by the heart to cease visible beating 
on solution R/10, there was secondly the time taken by 
the heart to recover from the action of the acetyl- 
choline.. If the second time be longer than the first, 
then obviously no recovery from the action of acetyl 
choline can be seen so long as R/10 is the perfusing 
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solution. From the capacity of the heart to beat on 
solution Ri instead of R/10, it can be inferred that 
the recovery ‘time after 1 per cent acetyl-choline was 
longer than the survival time on solution R/10. 


The next experiment with 1 per cent acetyl- 
choline was done with solution R/5, which contains 
0-005 per cent CaCl, and therefore double the Ca 
which solution R/10 holds. The heart recovered its 
capacity to beat when this solution was used, but it 
took a long time and I found also that the ventricle 
gave a response to electric shocks before spontaneous 
beating was resumed. Perfusion with solution R 
caused the heart to beat at a more normal rate, and 
the improvement persisted when reversion was made 
again to solution R/S. 


The next experiment with one per cent acetyl- 
choline was done with solution R. Recovery took 
place in this case, but there was marked delay, and 
also the ventricle contracted to excitation by electric 
currents before spontaneous beating was resumed. 


After that I perfused the drug in solution 6 R. 
Recovery in these cases was rapid and good. 


Recovery from the action of one per cent acetyl- 
choline thus depended on the calcium content of the 
perfusing solution. With the solution of lowest cal- 
cium content, solution R/10, the recovery thereon was 
nil; with the solution of highest calcium content solu- 
tion, 6 R, recovery was quick and complete. Solutions 
of intermediate calcium content gave intermediate 
results. I therefore concluded that acetyl-choline dis- 
placed calcium from the heart, and that there was a time- 
factor in its replacement which varied with the calcium 
content of the perfusing solution. 


In a communication made to the Physiology 
Section of the Indian Science Congress at Calcutta, 
Burridge and Seth pointed out that choline had a 
marked influence in prolonging the activitty of hearts 
perfused with solution R/10. This fact I have 
frequently confirmed and I used hearts previously 
treated with 1 in 1000 choline for further experiments 
with acetyl-choline. The choline produced inhibition 
when it was perfused and then, after the choline had 
been washed out, the heart not only recovered but 
would keep beating well over an ordinary working day 
of six hours when perfused with the solution R/10. 
Such previously cholinised hearts I used for experi- 
ments with acetyl-choline. Some of the results 
obtained thereby are shown in the tracings of the 
following figure (Fig. 2). 


Tracing A shows the effects which followed the 
perfusion of one part in one thousand of acetyl- 
choline. We note that it produced complete inhibi- 
tion. At R/10 the acetyl-choline began to be 
washed out with the Ringer's solution and the seeming 
contraction shown there is only a mechanical effect 
consequent on this replacement. The onset of this 
seeming contraction accurately marks when the rubber 
tube from the Ringer-acetyl-choline reservoir was 


— — 


4 


ACETYL-CHOLINE—STIMULATOR AND INHIBITOR 


removed and the commencement of the seeming dilata- 
tion accurately marks when the rubber tube from 
the Ringer reservoir was joined to the perfusion 
cannula. At P the Ringer was forcibly ‘pumped’ 
through the heart to ensure a thorough removal of the 
drug-holding solution. Each ‘stroke’ of the ‘pump’, 
provided by appropriate squeezings of the rubber tube 
connection, is marked on the tracing. It is to be 
observed that the first spontaneous contractions (Sp), 
appear about five minutes after the Ringer was reper- 
fused and that when they appear they are fairly strong. 
They are also very slow. 


At ‘air’, air was bubbled through the ventricle and 
did not appear to have any influence on the course of 
the recovery. 


Tracing C is the direct continuation of A and 
records the events which took place during and after 
the use of 10-* acetyl-choine. We note that the 
inhibition is as complete as in A, but that recovery is 
not only much quicker but also culminates in the 
greatly increased activity shown on the right. The 
acetyl-choline had evidently done more than inhibit. 


Tracing B is the direct continuation of C and 
records use of the same strength or dilution, 10-*, 
of acetyl-choline as was used in C. We now note that 
inhibition is not so easily effected as in C, and can 
ascribe the difference to the fact that the heart now 
beats better and so is less responsive to drug. There 
is, however, nothing of significant difference in the 
recoveries after the two experiments. 


Tracing D directly continues B and this time I 
used 10-5 acetyl-choline. The inhibition was not com- 
plete, also recovery was much quicker than in the 
previous experiments. 

It may now be observed that the cholinised heart, 
while it gave the same type of result as the normal 
heart, is less sensitive to the action of acetyl-choline 
than is the normal. 10-* acetyl-choline perfused 
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through the normal heart gave complete inhibition 
from which the heart recovered, 10-*, however, gave 
preliminary stimulation before it depressed the beats 
without actually stopping the heart. The next dilu- 
tion 10-'° gave stronger primary stimulation and a 
smaller depression, while 10-" gave stimulation only. 
Dilutions 10-", 10-** and 10-** gave only a 
slight stimulation without any sign of inhibition. In 
addition these very weak dilutions did more, they 
kept the heart beating on solution R/10 far beyond its 
normal time. 


In another group of experiments I perfused 
acetyl-choline through hearts that had been atropinised 
by previous perfusion through them of 10-* atropine, 
10-* acetyl-choline failed to produce inhibition in hearts 
thus treated, also it failed to give any stimulation. 
But I did get marked stimulation with 10~*, 10-*, 10-*, 
10-7, and 10-* acetyl-choline. 


The experiments so far recorded show that acetyl- 
choline exerts two actions on the frog’s heart, a depress- 
ing action which culminates in inhibition, and a 
stimulating action. As is usual with substances exert- 
ing two such actions the depressor effect predominates 
when the drug is in relatively high concentration, and 
the stimulating action predominates when the d is 
used at great dilution. This is not surprising len 
one accepts the hypothesis that the drug is the natural 
inhibitor of the heart and the natural stimulator at the 
synapses of autonomic ganglia. I have, however, to 
acknowledge a sense of disappointment at the d 
of stimulation which I obtained at great dilutions 
because it seemed to me that it ‘ought’ to be of the 
same order as that which is obtainable with adrena- 
line when it strongly stimulates hearts. Actually it 
was as much as one can obtain with adrenaline at such 
a dilution as 10-"*, and in addition the drug was found 
active at greater dilutions than has been found with 
adrenaline. It seems to me, therefore, that some day 
we may find at autonomic synapses some other natura! 
drug receptor which takes away the depressor effect 
of acetyl-choline as surely as does atropine, and yet 


allows its stimulating action full sway. 


In another group of experiments I perfused 
acetyl-choline, in solution R/10 plus 10-* adrenaline. 
The addition of the latter, it should be observed, enables 
the heart to heat well on solution R/10 for many hours. 
When the strength of the former was 10-%, inhibition 
was obtained as before and, after washing out with 
the adrenalinised Ringer, the heart began to beat 
feebly some ten minutes after this washing out was 
begun. After lapse of another ten or fifteen minutes, 
the recorded beats of the ventricle could be as strong 
as they were before the drug was used. 


Inspection of the dilated ventricle, however, showed 
a very marked change in it. Its shape. for example, 
was that of a turnip whereas a normally dilated ventricle 
is shield or thyroid shaped. There was a ring of con- 
striction at the base of the ventricle, and this ring was 
much more opaque than ordinary heart muscle, and 
when examined by the fingers it was hard to the touch, 
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I performed in all some thirty experiments with 
solution R/10, and 10-* acetyl-choline with adrenaline 
and that ring of altered muscle was regularly seen. 
Also, while the recorded beats, after the drug had been 
washed out, might be as strong as those present before 
the drug was used, that turnip-shaped ventricle stood, 
as it were, before my eyes to tell me that all was far 
from well. 1 fouud, however, that a perfusion of solu- 
tion R would remove the ring, and allow the heart to 
beat better before than on the Ringer. I thus obtained 
another line of evidence indicating that the heart after 
treatment with 10-* acetyl-choline perfused in solution 
R/10 did not completely recover. Also since the 
remaining part of the ventricle could contract as 
strongly as the whole did before, we obtain another 
line of evidence indicating that acetyl-choline can exert 
a stimulating action. There is the further point that 
that ring of contracted muscle seemed able to conduct 
impulses from auricle to the remainder of the ventricle. 


Part of the stimulating action of acetyl-choline is 
shown as a reduction of the refractory period. } 
tracings of the next figure (Fig. 3) illustrate how this 
reduction was traced. 


As in other cases I chose a perfusing solution 
which would help to bring out the point that I wished 
to demonstrate, viz., calcium can shorten the refrac- 
tory period and its effects are added to those of the 


drug. Hence | used solution R to enhance this parti- 
cular effect. 


The first part of the tracing was taken on the slow 
moving drum and shows inhibition effect by 10-* 
acetyl-choline. When this had been done the speed 
of the drum was increased and the ventricle subjected 
‘to faradisation. The immediate reply to this excita- 
tion was a contraction which was stronger than the 
previous spontaneous efforts. This contraction was 


first sustained, as is shown by the tracing, and then 
showed slight wavering. Nevertheless in its general 
characters it shows strong resemblance to the tetanus 
of ordinary skeletal muscle, 
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At the arrow faradisation was stopped and we see 

the contracture i subsided. Ringer 
was then reperfused and the slow drum speed resumed. 
Following on this reperfusion of Ringer we observe 
that spontaneous beating was almost immediately 
resumed. Some five minutes later the heart was fara- 
dised again and as tracing B shows we get a wavering 
contracture which is less than the height of the spon- 
taneous contractions. After another ten minutes had 
elapsed, tracing C, the heart was faradised and this 
time it evoked a series of quickened contractions dis- 
tinctly less in amplitude than their spontaneous fellows. 
The results of faradisation were then the same as they 
had been before the drug was used. 


This capacity for showing tetanus is evidence that 
the refractory period is shortened by acetyl-choline. 
This action T would hold to be distinct from its inhibi- 
tory one, and to be another manifestation of the stimu- 
lating action of the drug. It is also of interest to note 
that while the heart records in tracing B above as good 
beats as it does in tracing C, the faradisation test 
shows that ‘recovery’ from the effects of the drug took 
longer than one would judge to be the case from 
examination of the beats only. 


In the tracings of the next figure (Fig. 4) some 
of the other remarks already made are illustrated. 


Fig. 4 shows a number of tracings. Tracing 
A shows the limit upto which acetyl-choline can pro- 
duce inhibition when R/10 was used as perfusing solu- 
tion. The heart was not treated previously with 
choline and it was beating on R/10. At the mark 
AC 10- the drug of that concentration was perfused in 
ce of only R/10. The slight lowering of the curves 
ts due to the apparatus. In taking off one rubber 
tubing connection and putting in another after such 
a disturbance, lowering down of the pointer is seen; 
but if looked carefully it is seen that the height of the 
curves is near about the same. This went on till at the 
mark R/10 Ringer again changed for the drug. This 
was the Ist dilution which did not show inhibition. 
10-, however, did produce slight. 


Tracing E shows some thing when R/5 was used 
as perfusing solution. Here we see that 10-® is not 
able to produce any observable inhibition. 10-* how- 
ever did sometimes show slight inhibition. 


Tracing C and D show similar limits when 2 R/5 
and R were used respectively as perfusing solution. 
The limit where the inhibition just is not seen in the 
case of 2 R/5 is 10-8 and in the case of R 10-7. 


Tracing B however shows a different thing 
altogether, We see here at the mark R/10, Ringer 
of that calcium concentration was perfused and we see 
that heart is slowly going down-hill till the heights of 
the curves become very low, then at the arrow mark 
Acch 10-%, Acetyl-choline of that concentration in 
R/10 was started as perfusing solution and we see 
the change. Immediately the stimulation effect is seen. 
At another mark R/10, R/10 again changed in place 
of drug solution and again we find the story being 
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spetets i.e., heart slowly but regularly going down- 
ill. 

Time-marker in all is marking at half minute 
intervals, 

Fig. 5 shows a group of four tracings, In A 
at the mark R/10, R/10 was perfused through 
the heart which was slowly beating. At next mark 
Atr 10~* atropine sulphate dissolved in R/10 one in 
10,000 was perfused for about a minute and then again 
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R/10; such a heart we will call atropinised heart. 
Such hearts are not inhibited by acetyl-choline, a well 
known fact, which is seen here as well. But we see 
something more than that, at the arrow mark Ac 10°, 
the drug of that concentration was perfused dissolved 
in R/10. We find that the heart which was so low 
gets stimulated again to better activity. 

Tracing B shows similar thing. At the arrow 
mark Acl0~*, that concentration of the drug dissolved 


in R/10 was perfused and that was started at a time 
when the heart almost stopped working on R/10. 
We find evidence of stmulation again till at another 
mark R/10, the Ringer was started in place of the 
drug. We see the height of the curves again slowly 
going downhill, 

Tracing C shows similar thing. At mark Acch 
10-* the drug of that concentration was started in and 
we find the height of the curves slowly go up. Trac- 
ing D is continuation of C and we started R/10 at the 
mark R/10 in D in place of Acch 10-7 and a steady 
fall is noticed till the heart comes to a standstill, At 
the arrow mark Acch 10~* the drug of that concentra- 
tion was pushed in and at the mark P.V. the drug 
solution was forced in to wash away the Ringer 
in heart and we find spontaneous beatings again 
at the mark Sp. 

In all the tracings time-marker is working at half 
minute intervals. . 


Discussion 


In considering my results I would first point out 
that if I had used one perfusing solution only, I should 
have obtained a seemingly much more consistent series 
of results than those which I have actually obtained. 
Had I only used solution 2 R/5, for example, I could 
have declared that acetyl-choline ceased to inhibit hearts 
below a dilution of 10~*, and that beyond that it was 
revealed to be an agent which depressed the cardiac 
beats to a constant level in the manner described by 
Vernon as that in which alcohol and chloroform do the 
same. As it is, however, I have the evidence of fact 
that acetyl-choline can exert inhibition at dilutions 
much greater than this, and can conceive the possibility 
that, when blood is the perfusing solution, the sensi- 
tiveness of the vagal nerve endings may be even grea- 
ter than my limit of 10-*. We should not here forget the 
evidence given elsewhere that Ringer's solution favours 
a predominance of excitation over inhibition whereas 
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blood favours a predominance of inhibition over excita- 
tion. 


So far as they go, my experiments indicate that 
acetyl-choline enters into some form of chemical combi- 
nation with the structure, whatever it may be, that 
mediates inhibition, I deduce that there is a chernical 
combination from the facts that when the perfusing 
solution was R/10, the heart did mot recover from 
the effects of 1 per cent acetyl-choline, but did recover 
if the calcium content of the perfusing solution was 
increased. There was, in fact, mutual antagonism 
between calcium and acetyl-choline in respect of the 
production of inhibition, and mutual antagonism between 
them in respect of recovery after inhibition had been 
effected. These facts accord with Burridge’s findings 
that some form of decalcification of the structures con- 
cerned in inhibition is one essential of the process of 
inhibition. 

At one time it was believed that strychnine could 
change the process of inhibition into one of excitation, 
but that is now in doubt. It seems rather to facilitate 
the process of excitation. But if we accept current 
belief that acetyl-choline gives transmission between 
the ganglionic synapses of the autonomic system and 
is released at the terminations of cranial autonomic 
nerves, there should be some explanation of the fact 
that it is stimulating at one place and inhibitory at the 
other. So far as my experiments go they indicate 
that the solution of this problem may lie in the concen- 
trations of the drug released in the two situations, rela- 
tively small concentrations would be released at synaptic 
unctions, and relatively large at the nerve endings. 
f such were the case then the frog’s heart becomes 
a bad medium for differentiating between them because 
acetyl-choline would be stimulating to two structures 
which give a common result. It would stimulate the 
local cardiac ganglia to produce inhibition while it was 
stimulating nerve endings to produce the same result. 
My failure to obtain a cardiac stimulation through 
acetyl-choline of the same order as that produced by 
adrenaline may therefore have been partly determined 
by* some such factor as this. At the same time I 
would point out that acetyl-choline is a more powerful 
drug than is ac: enaline. 

Now adrenaline itself is augmentor to some tissues 
and depressor to others. But also, if it be used in 
strong enough concentration and the perfusing solu- 
tion be R/10, its perfusion through the heart and sub- 
sequent washing out are followed by effects which 
resemble those of inhibition and its rebound. Indeed, 
if one only worked with large amounts of adrenaline 
and perfused it only in solutions of low calcium con- 
tent, he would reach the conclusion that adrenaline 
inhibited hearts. As things have been however, few 
have worked with hearts under the conditions where 
it exercises depression. 

There are, thus, analogies between the actions of 
acetyl-choline and adrenaline. Both are predomin- 
antly depressor to hearts at high concentrations and 
both are predominantly stimulating in relatively weak 
strengths. And just as one looks for differences in 
the normal make up of the tissues to explain why 
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adrenaline inhibits one and stimulates another, so also 
one would look for differences in make up between auto- 
nomic synapses, and cranial autonomic nerve endings. 
As judged by my results, the synapses must be able 
to hold their calcium more firmly t an do vagus nerve 
endings. 

Summary anp ConcLusions 


1. Acetyl-choline is a powerful drug and can act 
at dilutions greater than one part in one billion 10-™. 

2. It exerts two actions on the heart of the frog ; 
the one is depressor, the other is stimulating. 

3. The r action is directly revealed as 
inhibition or as a reduction of the amplitude beats to a 
constant level. 

4. The stimulating action is revealed as an 
inerease of contractiun height, and as a shortened 
refractory period which permits of the heart being 
thrown into tetanus. 

5. Large amounts of acetyl-choline are predomin- 
antly depressor, small amounts are predominantly 
stimulating. 

6. Calcium salts antogonise both actions of 
acetyl-choline with the result that no definite figures 
can be advanced in definition of what is large and what 
is small. It is further seen that the stimulating action 
of small amounts of acetyl-choline has not been 
observed when the calcium content of the perfusing 
solution was 0-01 per cent or more. 


7. It is suggested that there must be something 
special in the make-up of autonomic ganglion synapses 
which enables them to make special use of the stimulat- 
ing action of acetyl-choline and something special in 
the make-up of cranial autonomic nerve endings to 
enable them to make special use of the depressor action 
of acetyl-choline. 


8. It is further suggested that a difference in the 
firmness with which the two classes of structures hold 
their calcium may be a factor in determining the type 
of action that acetyl-choline can exert. 
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Rational treatment of any lesion is dependent upon 
a correct diagnosis. In no branch of medicine or 
surgery is diagnosis more accurate than it is in pulmo- 
nary diseases. Circumstances permit a variety of in- 
vestigative means, by proper use of which, a verified 
diagnosis is possible in practically all instances. A 
factor of paramount importance is the radiability of the 
lungs. The air content of the normal pulmonary 
parenchyma so contrasts with the densities produced 
by most pathological processes that a roentgenological 
examination will, in a high proportion of cases, reveal 
indications of any abnormality that is present. A dis- 
concerting factor, however, is that many pulmonary 
disease processes have similar appearances by x-ray. 
Some lesions are quite characteristic but in no instance 
is a diagnosis verified by this type of investigation. 
Reentgenological study simply indicates which lines one 
should pursue to establish the etiological factor. 

Unfortunately the tendency is to accept the pre- 
sumptive x-ray evidence as final and many times there 
is failure to corroborate the diagnosis. Some of the 
greatest difficulties in thoracic medicine and surgery 
would be overcome if each practitioner was to fulfil his 
responsibility in this regard and verify the diagnosis. 

The basis of any investigation is an accurate, care- 
ful history and physical examination of the patient. 
This tenet is accepted by all but not universally adhered 
to. Next comes a study of the patient roentgenologi- 
cally. Such a study implies more than a single x-ray 
exposure with the patient in one position. It signifies, 
or at least should, obtaining the maximum information 
about the lesion by whatever x-ray methods are indi- 
cated. It always includes a careful fluoroscopic survey 
followed by plates taken with the patient in at least two 
positions, and it may include many other more detailed 
procedures as determined by the rcentgenologist. In 
following cases with established diagnoses a single x-ray 
film is often quite sufficient but for diagnostic purposes 
one should refer the patient for a rcentgenological study 
rather than simply requesting this or that particular film. 
Admittedly such routines are not always practical, 
mainly due to the lack of equipment for such studies 
as tomographs, kymographic observations and the like, 
but more often due to the financial burden imposed on 
the patient. These restrictions should not hinder us 
from appreciating the need and making use of all diag- 
nostic facilities permissible. 

Very few internal organs can be inspected and 
studied from the interior as easily as the lungs. Much 
information is obtainable by the simple, safe broncho- 
scopic examination’ (Betts, 1948). All the major 


* Read at the clinical meeting of the Coimbatore District 
Medical Association, Coimbatore, March 18, 1950. 


bronchi can be visualized readily and thus abnormalities 
therein diagnosed just as accurately as those on the 
surface of the body. Biopsies can be taken, smears for 
bacteriological and histological studies can be secured. 
Other bronchi, too small to be within the range of 
bronchoscopic vision can be outlined by a radio-opaque 
medium? ( Betts, 1949). 

One of the simplest and yet often overlooked 
methods of study is the examination of the sputum. This 
is the most frequent means of confirming the diagnosis 
of pulmonary tuberculosis. The examination, to be 
reliable, has to be done by a well-qualified worker 
and by one who is willing to be persistent. 
Multiple examinations are often necessary and one 
should not hesitate to resort to culture methods, or 
guinea pig inoculations if need be, in a suspected 
case of tuberculosis. The tendency all too often is to 
assume a lesion to be tuberculous and give streptomycin 
or other treatment without ever confirming the diag- 
nosis. This is a grave error as it may markedly influ- 
ence the life of the individual concerned, 

Although bacteriological studies of the sputum are 
of importance much other information may be readily 
at hand. The work of Papanicolaou® (1942) has stimu- 
lated interest in the diagnosis of tumors by examination 
and study of the exfoliated tumor cells. This procedure 
is easily applied to pulmonary neoplasms as sputum 
for such studies is usually available and when it is not 
one can get a sample by bronchoscopic washing of the 
suspected bronchus. 

There are many other diagnostic means that one 
may use but even a cursory appraisal of the facilities at 
hand indicates that a great deal of information can be 


obtained by these simple methods. The important con- - 


cept is to realize that a verified diagnosis can be estab- 
lished in a high percentage of pulmonary cases if one 
accepts no less a stadard than a proved diagnosis. 

A few years ago time was thought to be the major 
element in the healing of any pulmonary process but 
with the advancement of thoracic surgery and the 
changing of such lesions as cancer of the lung from the 
hopeless category to the hopeful, time has now become, 
as stated by Rienhof (1942) “the great executioner”, 


NEOPLASMS 


The year 1933 marked the opening of a new era 
in the treatment of pulmonary cancer as in that year 
Graham’ (1933) successfully removed an entire lung 
for carcinoma of the bronchus. The patient, a physi- 
cian, is still living and well. With his demonstration 
of the feasibility of resection in pulmonary neoplasm 
the whole outlook changed stimulating interest in the 
subject and a concentrated effort to detect cases during 
the early curative period. In countries where accurate 
statistics are available pulmonary tumors have been 
found to be a leading cause of death, being second only 
to cancer of the stomach as the cause of death in men 
dying of cancer, 

Surgery is practically the only successful means of 
combating pulmonary new growths. X-ray is not effec- 
tive. Anatomically the lung is a favorable site for 
eradication of a neoplasm. Being one of the paired 
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organs, it can be removed in its entirety along with the 

accompanying lymph nodes which is the ideal method of 

surgical treatment for tumors. Pneumonectomy is a 

much more satisfactory type of “cancer operation” that 

can be carried out for cancer of the stomach, liver or 
reas. 

As is true of all neoplasms, the secret of success- 
ful treatment is diagnosis at an early stage before vital 
structures have been invaded or distant metastases have 
taken place. Many studies have shown that symptoms 

early in cancer of the lung but unfortunately 
there is a long delay in arriving at a verified diagnosis. 
During this interval many cases pass from the operable 
to the inoperable group. Some of this delay is due to 
failure of the patient to seek medical aid but much more 
of it is due to the physician failing to use the diagnostic 
facilities at hand in determining the diagnosis. Too 
many patients are labelled chronic bronchitis or chronic 
pneumonia or treated for tuberculosis until such time 
as the diagnosis of cancer become obvious. Overholt® 
(1946) has demonstrated that on the average the patient 
consults the doctor within three months of the onset of 
symptoms but the physician averages another 9 months 
in arriving at the diagnosis. If successful surgery is 
to be done for neoplasms the interval from symptoms 
to diagnosis must be shortened. 

Comparable statistics for this country are not 
availabie but the unsatisfactory state of affairs is 
reflected in that we have had not one resectible case of 
cancer of the lung in the past one and a half years since 
starting our clinic. 


BRONCHIECTASIS 


The most frequent indication for pulmonary resection 
is bronchiectasis This chronic lesion of the bronchi 
and bronchioles produces an irreparably damaged 
segment of lung which cannot be satisfactorily treated 
by other than excisional means, Symptomatic therapy 
may be beneficial, especially with the use of the‘ anti- 
biotics both intramuscularly and by nebulization, but it 
is not curative. Once the changes in the bronchi have 
become established the process is irreversible. The 
controversy regarding the etiology of bronchiectasis 
does not extend to the realm of treatment of the usual 
case. There is complete agreement that surgical 
removal is the treatment of choice. Many studies, 
especially those of Perry and King’ (1940), Roles and 


. Todds* (1933) as well as later ones such as Bradshaw 


et al® (1941) leave no doubt but that the prognosis for 
bronchiectasis without surgical treatment is poor indeed. 
Few patients developing the lesion in childhood or 
adolescence live beyond the age of forty. Even many 
of these years may be passed in an invalid condition. 

The early pulmonary resections were largely 
carried out on bronchiectatic patients as among them 
could be found a group of young, fairly vigorous indi- 
viduals who nonetheless had distressing, disagreeable 
symptoms and were willing to take sizeable risks in 
the hope of obtaining a cure. 

The bronchiectatic patients have also been the 
stimulus in the development of segmental resection. 
Bronchiectasis tends to be found in certain bronchial 
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patterns. The most commonly involved sites are the 
basal segments of the lower lobes (the left slightly more 
than the right), then the lingular segment of the left 
upper lobe and the right middle lobe follow in that 
order. Bronchiectasis may involve any segment of any 
lobe and quite frequently one lung will be extensively 
damaged with little or no change contralaterally. 
Basically, however, it is a disease primarily of the 
basal segments of the lower lobes, the lingula of the left 
upper lobe and the right middle lobe. : 

Many observers, mostly surgeons, have appreciated 
for ten or fifteen years that although the basal segments 
of the lower lobes are often bronchiectatic the superior 
segments of these same lobes are rarely involved. This 
fact is not of great importance to the patient with uni- 
lobar disease but if the lesion is multilobar and especially 
if it is bilateral, the normal superior segments may be 
of much importance. If the uninvolved superior seg- 
ments can be preserved in the case with bilateral lower 
lobe bronchiectasis the postoperative pulmonary func- 
tion will be greatly increased. Inasmuch as about 35 
per cent to 40 per cent of bronchiectatic patients have 
bilateral lesions there has been a great incentive to per- 
fect an operative procedure that would remove only the 
damaged bronchopulmonary segments and preserve the 
undamaged. Thus bronchiectasis has provided the 
stimulus for the development of segmental pulmonary 
resection. 


Patients with well-established suppurative bron- 
chiectasis are made miserable by the persistent cough 
and expectoration and in the more advanced cases may 
be invalided most of the time. They are also subject 
to frequent severe upper respiratory infections as well 
as bouts of bronchopneumonia. As bronchiectasis is 
an irreversible process with a poor prognosis, when 
treated expectantly, all symptomatic bronchiectatic 
patients should be given the benefits of surgical treat- 
ment unless some contra-indication exists. The most 
frequent contra-indication is the extent of the disease, 
If all the diseased areas cannot be removed without 
the patient being a respiratory cripple, surgery is better 
avoided. Extensive bronchiectatic changes are often 
accompanied by damage to other lung segments by 
emphysema. An emphysematous lobe is inefficient 
from the respiratory standpoint and the status of the 
uninvolved lobes must be assessed in determining 
operability. 

As in all major surgical procedures, the general 
condition of the patient is of prime importance. The 
chronological age of the patient is in itself not as note- 
worthy as the estimated physiological age. In general, 
bronchiectatic lesions confined to the basal segments 
of the left lower lobe, either with or without the lingula 
of the left upper lobe, and lesions of the basal segments 
of the right lower lobe, with or without the middle 
lobe constitute good surgical risks. Bilateral lower 
lobe involvement or extensive involvement of all lobes 
on one side likewise may be successfully treated 
surgically. If in addition to the basal segments of the 
lower lobes one adds the lingula and the right middle 
lobe the case need not be beyond surgical help as 
many such have been cured but the risk is increased. 
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If the superior ents cannot be preserved it is 
doubtful if trilobar lesions (when bilateral) should be 
removed. Such individuals may be left with a respira- 
tory reserve that is too low. Thus, in appraising the 
situation the number of normal segments and the state 
of their function is more important than the extent of 
the process in the affected bronchopulmonary segments. 
Mention should be made also of the fact that some 
patients with bilateral bronchiectasis will become 
symptom-free after treatment of the more involved 
side. By removing one focus the other process some- 
times will become quiescerit so that an occasional 
patient with bilateral bronchiectasis may be so improved 
after the more involved side has been operated upon 
that he refuses to have the second side treated. 


Selecting bronchiectatic patients for surgical 
treatment can be done only on the basis of complete, 
adequate bronchographic studies. This is best done in 
conjunction with bronchoscopic inspection to rule out 
unsuspected foreign bodies or tumors. It frequently 
is possible to predict on plain roentgenograms of the 
chest that certain lobes are bronchiectatic but one can 
not be certain which lobes or segments are not affected 
except by complete mapping of the bronchial tree with 
a radio-opaque medium. It is much more important 
to ascertain the uninvolved portions than to concen- 
trate on complete filling of the suspected parts. 
Descriptions of the methods of performing such 
investigations can be found in the recent literature’ 
(Betts, 1949). 


Patients with extensive processes or with con- 
siderable emphysema in the other lobes should be 
studied bronchospirometrically to determine the actual 
oxygen consumption of each lung separately before a 
decision is reached regarding surgical intervention. 
It is hoped that facilities and equipment for such 
studies will soon be available in this country. At pre- 
sent only rough approximations can be made on clinical 
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Closely related to bronchiectasis, but still distinct 
from it in some respects, is cystic disease of the lung. 
It is frequently associated with bronchiectasis in 
adjoining bronchopulmonary segments. We believe 
this condition is a congenital defect due to faulty 
embryological development. Many times symptoms 
do not appear until early adult life. This is presum- 
ably due to the establishment of infection on the con- 
genital abnormality. The indications for treatment are 
the same as for cylindrical or saccular bronchiectasis. 


Lunc Asscess 


Many changes in the therapy of pulmonary abscess 
have taken place in the past fifteen years. Before the 
advent of modern chemotherapy and antibiotic treat- 
ment the mortality for lung abscess was very high 
under medical management as there was no effective 
way of stopping the progress of the infection. The 
benefits of surgical drainage in the late or chronic cases 
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was somewhat better but left much to be desired. 
The work of Neuhof'® (1936) and associates as well 
as others was instrumental in pointing out the improve- 
ment that couid be attained by early surgical drainage 
of such abscesses. Although the mortality by such 
means was markedly reduced one still had to deal with 
persistent bronchial fistulae, residual bronchiectasis and 
similar lesions contributing to an increased morbidity, 


With the sulfa compounds and penicillin the rate 
of cure of lung abscess by non-surgical measures has 
been greatly enhanced. At least 25 per cent to 30 
per cent of such cases, when treated early, will be 
cured by these methods. Most acute lung abscesses 
should be given the benefit of adequate medical treat- 
ment before considering surgical therapy, but there 
will remain a group of patients who do not respond 
to these non-surgical measures or who need surgical 
help because of associated bronchiectatic changes, per- 
sistent bronchial fistulae, etc. Medical management 
of lung abscesses that have been present more than a 
few weeks is unsatisfactory due to the irreparable lung 
damage that has already ensued. 


Surgical treatment is indicated for those cases 
which do not respond to adequate non-surgical treat- 
ment or who have already incurred irreversible lung 
damage. The surgical measures applicable are external 
drainage of the abscess or resection of the segment or 
lobe involved. Until the past few years open drain- 
age was the safest and accepted treatment for most cases. 
It has the drawback of prolonged hospitalization and 
a protracted period postoperatively wherein dressings 
are necessary, as well as the possibility of a later opera- 
tion to close a persisting bronchial fistula. 


The early resections for lung abscess were accom- 
panied by a rather high mortality although the results 
in the survivors were excellent as resection adequately 
deals with the process and residual symptoms are 
infrequent. The improvements in technic of ei 
monary resection and the added protection of peni- 
cillin pre- and post-operatively has lowered the morta- 
lity and morbidity to such levels that this method of 
management is almost replacing external drainage of 
lung abscesses. There is still the occasional patient 
with an acute process that cannot be adequately con- 
trolled to permit safe resection or an occasional instance 
of bilateral abscesses where resection cannot be done 
initially and who require open drainage. Some of 
these patients may need a resection later to take care 
of any residual defects in the surrounding pulmonary 
parenchyma. The trend is definitely towards primary 
resection in most cases with the open drainage opera- 
tion becoming less and less prominent. The appeal of 
a single stage, clean-cut, definitive removal of a disease 
process is undeniable. 


It must be borne in mind that some pulmonaty 
abscesses are due to bronchial obstruction from a 
neoplasm. When such can be determined bronchos- 
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copically, or is suspected on clinical grounds, resection 
is preferable to drainage for obvious reasOns. 


Of importance also is the modification of pulmo- 
nary infectious processes that may be produced by 
chemotherapy and antibiotics. Some lung abscesses 
do not excavate, due to poor bronchial drainage, and 
therefore the diagnosis may not be made by x-ray. 
This is more frequent when the lesion has been treated 
by the sulfa drugs or penicillin than was true before 
these methods were available. Shadows that persist 
by x-ray after acute pulmonary infections may be due 
to unexcavated abscesses or neoplams. In either 
instance removal is indicated. 


‘TUBERCULOSIS 


Pulmonary resection in the treatment of tuber- 
culosis is in no way a substitute for the standard pro- 
cedures, both medical and surgical, used in the treat- 
ment of this disease. Excisional therapy is helpful 
however in certain carefully selected cases for definite 
well-defined indications. The first resections for 
tuberculosis were done as “mistakes”. That is, the 
operations were carried out for what was thought to 
be some other lesion. These “mistakes” did demons- 
trate feasibility of such treatment so that eventually 
quite well-defined indications have emerged. 


A. Tuberculoma—The first tuberculomas were 
removed because they were thought to be tumors. 
Even though one can be quite sure a lesion is a tuber- 
culoma its removal should seriously be considered as 
it has been found that many of the lesions undergo 
central liquefaction and may open into a bronchus 
leaving a thick-walled cavity or even worse may spread 
the infected material throughout other parts of the 
lungs. As one cannot predict which lesion will cause 
such complications removal is indicated in the absence 
of factors prohibiting this type of treatment. Tuber- 
culomas can usually be removed with little sacrifice of 
lung tissue, ’ 

B. Bronchostenosis—Mechanical defects have to 
be treated mechanically. The only effective therapy 
for bronchostenosis of a major bronchus is removal 
if the stenosis is of a non-acute, fibrotic type. Collapse 
procedures are indicated only in the presence of an 
adequate airway. Bronchoscopic examination of all 
admissions to various tuberculosis sanatoria has 
revealed an incidence of 7 per cent to 10 per cent of 
tuberculous bronchitis of the trachea or major bronchi. 
As these bronchitic infections run their course, with 
or, without specific therapy, the end result may be a 
narrowed scarred bronchus with an inadequate airway 
and improper drainage. The natural sequel is recur- 
rent attacks of fever and malaise due to damming up 
of secretions distal.to the obstruction and subsequent 
bronchiectasis in the involved lobe or lung. Periodic 
bronchoscopic dilatations may give temporary relief 
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but are unsatisfactory and not curative. Certain of 
these cases, in the absence of active tuberculosis in 
other parts of the lung, respond very well to pulmonary 
resection. 


C. Thoraccplasty Failure—Even a well-executed 
thoracoplasty will occasionally fail to close a cavity and 
convert the sputum to negative. The factors respon- 
sible are numerous, such as the size and location of 
the cavity, the state of the surrounding pulmonary 
tissue, the presence of accompanying bronchial changes 
and occasionally a cavity drainage system that is ineffi- 
cient and which may in some cases cause an increase 
in the intra-cavitary pressure. In the absence of 
contra-indicating factors these cases can have the 
offending lobe or lung removed. Pulmonary resec- 
tion is in no sense a substitute for thoracoplasty but it 
may be useful where an adequately performed thora- 
coplasty has failed. Also, resection should not be 
advised if the previous thoracoplasty has not been done 
properly. In such cases a revisional thoracoplasty is 
preferable. 


D. Predicted Thoracoplasty Failure—There are 
some cases where one can predict with considerable 
accuracy that a thoracoplasty will not accomplish the 
desired end. The most common such lesion is the lower 
lobe cavity which is notoriously difficult to heal by any 
measure at our command. In the absence of upper 
lobe disease, and after adequate trials of other measures, 
resection may be the treatment of choice. There are 
other occasional lesions such as very large cavities, 
certain tension cavities and sometimes associated tuber- 
culous bronchiectasis that may lead one to assume that 
thoracoplasty or other measures will not be effective. 
Removal of the lesion may properly be done in such 
instances without necessarily performing a thora- 
coplasty first. 


One other condition should be mentioned and that 
is resection and pleurectomy in cases with tuberculous 
emipyemata. This condition is a difficult one thera- 
peutically and recent attempts at complete removal of 
the lung and parietal pleura intact have been encourag- 
ing. Sarat and Bailey" (1947) have had fair results 
but it is too soon for a definite opinion of the method. 
In our series here reported there were only two such 
cases, both with bad results, although we are not con- 
vinced that the results were due to the type of opera- 
tion or the presence of the tuberculous empyema. 


Again it must be emphasized that resection in the 
treatment of pulmonary tuberculosis is not a substitute 
for any of the other measures employed but is a sup- 
plementary operation for certain’ definite indications. 
It must be realised that tuberculosis is not usually 
a localized disease but is diffuse and always involves 
more pulmonary tissue than is apparent on physical or 
roentgenological examination. For this reason it often 
is found necessary to do a pneumonectomy rather than 
a lobectomy as inspection and palpation at operation 
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may reveal more disease in the other lobe or lobes 
than was anticipated. The greatest risk in resecting 
tuberculous pulmonary lesions is the reactivation of 
other foci that were not apparent before operation or 
were deemed to be arrested and stable. 


Miscellaneous Indications—The above enumerated 
conditions account for most of the pulmonary resec- 
tions. The other indications are numerous but of very 
low incidence. Pulmonary or .bronchial cysts are 
embryologically at least part of the lung and may be 
so included. Almost without exception these struc- 
tures can be removed without resecting any lung tissue. 
If they have a bronchial communication and thus 
become infected, the inflammatory reaction may make 
lobectomy technically easier than tedious dissection of 
the cyst itself. 


Fistulous communications between the subdivi- 
sions of the pulmonary artery and vein forming pul- 
monary arteriovenous fistule have been diagnosed 
with ‘increasing frequency in recent years, The 
cyanosis, increased hxmoglobin content of the blood 
and increased red cell count, a history of repeated, 
often seyere hemoptyses and the demonstration of a 
localized discrete area in one or more lobes of the lung 
are quire diagnostic. Angiographic studies will be con- 
clusive, These lesions have often heen treated for long 

riods of time as pulmonary tuberculosis. The sev- 
erity of the hemoptyses and the risk of cerebral throm- 
bosis from the increased blood viscosity are ample 
reasons for advising removal. Lobectomy is usually 
done although a segmental resection is feasible in some 
instances. 

Hydatid disease of the lung is a condition with 
which we have had limited experience, having resected 
but three such cases. Good results with resection 
have been reported by Barrett and others and in our 
three cases resection has resulted in an apparent cure 
in each instance. 


RESULTS 


Statistics in themselves are of little meaning in 
discussing results of treatment. Each case has to be 
considered on its own merits and not only the morta- 
lity from the disease but morbidity as well considered 
in appraising the situation. Therefore our results in 
pulmonary resection are presented only as an indica- 
tion of what our experience has been and to indicate 
what may be the prospects for the future. In no sense 
are our results comparable to reports from the West 
where conditions are much different. We are simply 
reporting our experience under the prevailing con- 
ditions. For if physicians are not aware of the 
approximate risks of operation how can they intelli- 
gently advise their patients who may need surgical 
help? 

Our Thoracic Surgical Service can be said to have 
started with the first pulmonary resection on August 
7, 1948. From that date to March 15, 1950, we have 
carried out 51 lobectomies or pneumonectomies for the 
above mentioned indications. The number of resec- 
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tions for the various types of lesions are too small to 
have ‘any statistical significance. There have been a 
total of 11 fatal cases or a mortality of 21-5 per cent 
of which three were late deaths from 4 days to 8 
months after operation. The operative mortality is 
therefore 16 per cent. These figures are excessive 
unless one realizes the seriousness of the lesions treated 
and the mortality, that would have ensued without 
surgical interference, We elieve that certain factors 
have been eliminated that were the cause of difficulty 
and that the results in the future will be improved. 


Undue importance should not be attached to opera- 
tive mortality rates as one must offer the benefits of 
surgery to all that may be benefited. Certain poor 
risk cases must be accepted and it is not conceivable 
that all such will survive. The greatest asset in any 
surgeon is the ability to correctly estimate the possi- 
bilities of surgical treatment in any individual case. 
Selecting only the best risks denies to many their only 
chance of cure. Accepting too many desperate risks 
unduly delays establishment of a new speciality.. 


DISCUSSION AND SUMMARY 


The indications for pulmonary resection have been 
quite well defined and generally accepted by both the 
profession and the public in some countries. It 
remains for us to adopt those standards and methods 
of selection to our own localities. Much that has been 
learnt in our countries is directly transferable but 
certain factors are indigenous and may necessitate 
modifications. 

Tuberculosis, being so prevalent, will form a pro- 
portionately greater part of the thoracic surgical work 
here than is found elsewhere. The emphasis that is 
being put on resection for this disease must not be 
allowed to overshadow the more important established 
methods of treatment. With a comparatively new 
procedure there is the tendency for enthusiasm to carry 
that type of treatment too far. Very definite indica- 
tions for resection of tuberculous lobes or lungs have 
been set forth and deviation from them must come 
only after careful consideration, 


Bronchiectasis has always been a major field in 
thoracic surgery due to the rather high incidence of the 
disease, its distressing symptoms and the almost uni- 
versally good results that are achieved by surgical exci- 
sion of the damaged segments. Application of the 
principle of segmental resection has permitted removal 
of all diseased parts and preservation of the normal 
broncho-pulmonary segments. This advance widens 
the indications for resection and improves the residual 
pulmonary function. The closely related condition of 
cystic disease of the lung seems to be more prevalent 
here than in the West. Indications are that this abnor- 
mality is basically congenital in origin but may not 
become symptomatic until infection supervenes. 

Poor dental hygiene is undoubtedly a factor in 
the high incidence of pulmonary abscess. Although 
many such cases, if seen during the early stages of the 
disease, may be cured by appropriate medical measures, 
the long-standing processes have produced irreversible 
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lung damage and are best treated surgically. Peni- 
cillin and continuous postural drainage frequently will 
assist many patients to become afebrile and to improve 
their general condition so that resection can be done 
instead of the unsatisfactory drainage type of opera- 
tion. Where possible, resection saves much in mor- 
bidity without increasing the mortality. There is still 
the occasional patient cannot overcome the acute 
febrile phase even with all the adjuvant methods and 
needs to have external drainage but, as a group, the 
trend is more and more toward a primary resection 
and away from the drainage type of operation. 

Pulmonary neoplasms should constitute a fair 
service. 

shorter life expectancy in India and the lack of 
adequate diagnostic facilities have combined to make 
this disease a comparatively rare one as seen in the 
wards of any hospital. The realization by the medical 
profession that diagnosis is possible and that a cure 
is obtainable will stimulate greater interest in this 
lesion and should result in more cases being diagnosed 
at an early stage of the disease when curative surgical 
treatment is possible. 

Thoracic surgery is just beginning to get started 
in various centres in this country. It is only to be 
expected that difficulties will be encountered but these 
can be overcome by a realization of the factors involved 
and a persistent, intelligent attitude on the part of those 
concerned. The application of the modern type of 
thoracic surgical aid to those with otherwise incurable 
or disabling thoracic diseases will be of immense benefit 
both to the patients involved and the health of the 
country as a whole. It is incumbent on the medical 
profession to be fully aware of the possibilities of treat- 
ment by such means and to see that the benefits of 
thoracic surgery are made available to their patients. 
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TETANUS—ITS MANAGEMENT 


S. M. GHOSH, 
Surgeon, Campbell Medical College Hospital 
Calcutta. 


Tetanus is a fatal disease with severe suffering of 
the patient. The record of the Campbell Medical Col- 
lege Hospital shows that in 1948, 515 patients sufferi 
from tetanus were admitted of which 287 died wi 
a mortality rate of 56 per cent. 


PRopHYLAXIS 


Prophylactic injections of tetanus antitoxin adminis- 
tered as soon as possible after a wound has 
undoubtedly diminished the incidence of tetanus. The 
Franco-Prussion War, fought before the days of pro- 
phylaxis on the same countries as World War I is 
suitable for comparison. In Franco-Prussian war 
1870-71, Germans had an incidence of tetanus of 3-5 
per 1,000 wounded. In World War I the British 
figure was 1-52 per 1,000 wounded. In 1914 in 4 
months before the use of prophylactic sera 163 cases of 
tetanus occurred amongst the British troops with 
200,000 men in the field, whereas in similar 4 months 
in 1918 with 10 times the men in the field the in- 
cidence was 90 cases, The drop in the incidence must 
have been due to prophylactic use of antitoxic serum, 
In addition to a marked lowering of the incidence of 
the disease, the prophylaxis produced a lowering of 
mortality. In the Franco-Prussian War the mortality 
was 90 per cent. In the American War of secession 
the mortality was 89-3 per cent. In 1918-19 the 
mortality dropped to 31-9 per cent. The above figures 
show that incidence diminished after the prophylactic 
use of tetanus antitoxin but still some cases did develop 
in the passively immunised individuals. Our hospital 
record corroborates the same fact. 


About the dose of prophylactic serum there is good 
deal of controversy. At first reliance was placed on 
a single prophylactic injection but reliable experimental 
evidence showed that immunity derived from a single 
dose of serum is to a large extent lost at the end of 
10 days. Cummius showed that incidence of tetanus 
was lower after multiple doses. The Tetanus Com- 
mittee appointed in World War I recommended two 
injections of 1000 units (1.U.) at an interval of a 
week. Cummius recommended 4 injections, injections 
being administered at an interval of a week. 


About the dose to be used, in the beginning of 
World War I the dose used was 1,000 units (L.U.), 
from 1916 it was raised to 2,000 units (1.U.). Just 
before armistice 3,000 units (1.U.) dose was started 
and this dose is now being universally used. It has 
been definitely shown that incidence and mortality was 
appreciably lower in the cases with larger doses. 


The time of administration of serum after the 
injury is also important. An analysis of figures in a 
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series of cases shows that if inoculation was done with- 
in 24 hours of the injury the mortality was 63-2 per 
cent., if after 24 hours, it rose to 76-7 per cent. 
Another method of immunisation which is not in use 
in civilian practice but is used as a routine procedure 
in the army is the method of active immunisation, that 
is, intramuscular injection of tetanus toxoid. The 
initial dose is 1 ¢.c. followed 6 weeks later by 1 c.c. 
and 6 months later 1 ¢.c. and later on injection of 1 c.c. 
once a year. Efficacy of this method is shown by the 
fact that not a single case of tetanus occurred amongst 
the actively immunised troops. 


Excision of wound is also an important factor in 
the prevention of tetanus. Dead tissues are a good 
nidus for the growth of pyogenic organisms which use 
all available oxygen rendering the wound anaerobic 
which is necessary for the growth of Cl. tetani, 


To summarise— 


1. Patient with lacerated wounds should have the 
wound excised, should have an initial dose of 3,000 
units (1.U.) tetanus antitoxin as soon as possible after 
the injury and the dose should be repeated at an inter- 
val. of a week. If the wound is infected penicilin 
should be used. 


2. In view of the finding that incidence and morta- 
lity were less in those cases who had higher initial 
dose, some people in this country are thinking in terms 
of injection of 20,000 units (1.U.) in those cases which 
came 24 hours after the injury and in those where 
development of tetanus is likely. 


MANAGEMENT oF EsTaBLisHep Cases 


1. To Comsat Toxtn. To consider the manage- 
ment of an established case it will be worth while 
considering the pathology of the disease. Cl. tetani 
remain localised at the site of the wound and they pro- 
duce an exotoxin. Marie, Morax, Meyer Rausom 
thought that the toxin travel by the intact axis cylin- 
ders of the motor nerves and reach the cell station in 
the central nervous system and produce a condition 
of hyperexcitability of the cells and thereby of the 
muscles controlled by those cells. In 1934, J. J, Abel 
attacked the above view and said that toxins from 
the site of manufacture are absorbed by the lymphatics, 
pass on to the general circulation and attack the motor 
cells in the central nervous system. Barnes and 
Trueta confirmed this idea by immobilising the limb 
when the toxin was not absorbed as the lymph flow 
ceases when the part is immobilised. Abel believes 
that the toxin also acts directly on the muscle and pro- 
duces hyperexcitability of the muscles and thus explains 
local tetanus. The knowledge of this fact is utilised by 
us in determining the best means of attacking the toxin. 
Believing in the idea of spread of the toxin by the axis 
cylinders of the motor nerves and thus attacking the 

inal cord intrathecal route was at one time believed 
to be the best means of treatment. The result was 
disastrous. As we now know that the toxin circulates 
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in the blood the best method of attack is by the intra- 
venous route with a massive dose as recommended by 
Cole. We use as a routine procedure, 1 lac (1.U.) 
units of concentrated serum as an initial dose by intra- 
venous route. We use 5 c.c. ampoules of 20,000 units 
and 25 c.c. is needed as an initial dose. Subsequently 
50,000 units are injected twice a day, half of this 
amount may be injected by intramuscular route with 
the idea of slow and continuous absorption and main- 
tenance of constant blood level. Injection had to be 
continued for 5 to 7 days in those patients who survive, 
by which time generalised spasm disappear but some 
stiffness of jaw and back muscles remains for some time 
longer. Total amount used by us is between 5 to 7 
lac units, 


Some authorities recommend a single dose of 2 
lac units by intravenous route and that no further 
injections are necessary. They say that antitoxic serum 
can be found circulating in the blood for 5-7 days after 
injection and as such it need not be repeated. I con- 
fess we did not have the courage to try this method, 


Reactions of Antitoxic Serum—In some cases a 
temporary increase of spasm is found. In rare in- 
stances early reactions like pain in the precordium, 
respiratory distress and late complications in the form 
of urticaria and arthritis were noticed. They do not 
give us much anxiety. Sometime it is difficult to in- 
ject as a prick with the needle initiates an attack of 
spasm. In those cases Myanesin may be of help, 


Penicillin—It is said Cl. tetani are sensitive to 
penicillin in vitro but in actual practice no appreciable 
change in rate of mortality is noticed after use of peni- 
— It is, however, of value in cases with infected 
woun 


Anatoxin—Kuntzet treated some patients with 
anatoxin. He is of opinion that it is superior to anti- 
toxic serum. We have no experience with this, 


Vitamin C—Vitamin C inactivates the toxin of 
Cl. tetani in vitro, and in animal experiment it has 
been shown that it increases the power of resistance of 
the animal to the toxin. 


2. To Treat tHe Wounp—Various of 
wound were noted as nail prick, lacerated infected wound, 
wound caused by quinine injection and abortion, 
Otorrhoea accounted for 70 per cent of cases in 
children, Fair number of patients came in without 
any history and sign of injury. Wherever possible the 
site of wound should be tackled 3 hours after the in- 
jection of antitoxin. The idea is to bring oxygen in 
contact with the wound so that Cl. tetani which are 
anaerobic will have an unfavourable site for production 
of toxin, Penetrating wound is laid open. In lace- 
rated infected wounds the dead tissues are removed, 
crevices, if any, are laid open, wound is flushed with 
hydrogen peroxide and dressed with cream of 40 per 
cent oxygen powder 4-hourly and covered with porous 


gauze. 
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Local infiltration with antitoxin may be done with 
advantage prior to tackling of the wound. 


The limb should be splinted. 


3, To Conrrot. tae Spasm. Muscles are in con- 
stant increased tonus on which at frequent intervals 
temporary exacerbation occurs. Mind is absolutely 
clear so agony is all the more felt. It is 4 pitable sight 
to see these patients. Any stimulus initiates a spasm 
as flash of light, blast of air, any noise, pricks, touch- 
ing. Spasms exhaust the patients and some even die 
during an attack of spasm. 


To give comfort to the patient by allaying the 
agony of the spasm is the prime consideration in the 
mind of the attending medical man, How best can it 
be achieved ? 


1. They should be nursed in a place wherefrom 
any source of external stimulus can be excluded. The 
ideal place is an underground cell. 


2. Drugs. Various drugs have been suggeste! 
bromides, chloral hydrate, avertin, paraladehyde, mor- 
phine, barbiturate group of drugs, curare, mag. sulph., 
acetyl! choline, Myanesin. Perhaps not one drug is the 
answer in all cases; a combination of a number of drugs 
is suitable for a case. We shall discuss in brief the 
merits and demerits of some of these and our experience 
with them. 


Paraldehyde—This drug is used by us as @ 
routine. Route of administration is ‘rectal, in dosage 
of 2-3 drams on average for an adult, depending on 
the severity of the disease and constitution of the in- 
dividual. Paraldehyde is diluted in 4 times of normal 
saline or oil olive. The dose has to be repeated in 6 
hours’ time, sometimes earlier depending on the spasm. 
In those cases where rectal paraldehyde is rejected, due 
to an attack of spasm, it can be injected into the muscle 
usual dose is 10 cc. and it may be repeated as neces- 
sary. No sterilisation of paraldehyde is necessary. 
Some cases have been found to be resistant to 
paraldehyde after administration of a number of times. 
In those cases barbiturates like dial, gardenal sodium 
are used, 


During the excretion of paraldehyde through the 
lungs it irritates the alveoli and bronchi and causes 
alveolitis and bronchitis, 


Magnesium Sulphate—25 per cent 5 cc. to 10 ec. 
intravenous twice a day is used as a routine procedure. 
We believe it is of advantage. 


Avertin—Cole advocated the use of avertin, dose 
being 1 gram per Kgm. of body wt. by rectal route. The 
dose to be repeated as necessary. We have not used 
avertin. Kuntzen however found degeneration and 
deposition of fat in parenchymatous organs after its 
repeated use. 

Curare—It is a drug which relaxes muscles. It is 
available in the market as Tuberine, Intocostrine. It 
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is used at the rate of 1530 mgs. per hour. Relaxation 
is. of short duration and fleeting, lasting for 20-30 
minutes, Complication is respiratory depression. It 
is not a commendable drug. 


Myanesin which is [<: ¢ dihydroxy y-(2 methyl 
phenoxy)-prropane], is talked of now-a-days. It is 
given intravenously, the dose being 10 to 20 c.c, 
In children it is given intramuscularly, the dose being 

age 


+ 1c. The injections are repeated at 3 to 


4 hours interval. The effect on the muscle relaxation is 
immediate and complete but lasts for a short period 
varying from 12 min. to 1 hr. In some cases spinal 
and abdominal muscles do not relax satisfactorily.Some 
times haemoglobinuria and marked cardiovascular 
depression with fall of blood pressure are noticed. On 
- whole the drug is of value in combination with 
others. 


Morphine—We never use it here. 


Acetyl Choline—Switzer and Wright found that in 
the presence of intact vagus it inhibits the anterior horn 
cells throughout the spinal cord. It controls spasms in 
strychnine poisoning. It slows respiratory rate with- 
out producing cyanosis, slows pulse rate, volume ten- 
sion remaining good. Some relaxation of the muscles 
are noted which lasts for sometime. This may be of 
value in combination with other drugs and in con- 
valescent stage when stiffness is persisting for a long 
time. 

4. To Maintain Nurrition. It has been noticed 
that patients have great thirst and appetite. They shout 
for water. Most of them can drink with difficulty. 
Great patience is needed on the part of the nurse to 
feed the patients. In the beginning diet in liquid form 
is administered, egg flip, milk, fruit juice and sugar aim- 
ing at 2000 calories in 24 hours. As soon as possible 
solid diet should be started. It is difficult to maintain 
nutrition on liquid diet. 

Some patients cannot swallow. In them nasal 
catheter has to be resorted to. Sometimes passing of 
a catheter initiates spasm. In these cases some anti- 
spasmodic drug has to be used beforehand. 


CoMPLICATIONS 


Hyperpyrexia—Some patients develop high tem- 
perature. This is considered to be a terminal event. 
Treatment adopted were tepid sponging, ice bath, ice 
enema. 

Respiratory Complications—CEdema of the lungs, 
bronchitis have been noted. Oxygen is used as a 
routine from the beginning. 

Perspiration is noted in some cases. It is a bad 
omen, atropine is used. Bowel and bladder have to 
be attended to by enema and catheter as necessity arises. 
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LABOUR IN OCCIPITOPOSTERIOR POSITION 
AND ITS MANAGEMENT 


KALIPADA BHADURY, m.z., 
Professor of Midwifery and Gynecology, 
National Medical Institute, Calcutta, 


In vertex presentation occipito-posterior occupies 
about 25 per cent of cases (R.O.P. more than 15 per 
cent and L.O.P. less than 10 per cent). In occipito- 
posterior position head is deflexed due to apposition of 
the vertebral columm of the foetus with that of the 
mother, the back of the feetus straightens, therefore the 
head of the foetus becomes deflexed. But in 90 per 
cent of the cases during the Ist and 2nd stage of the 
labour (if the uterine contraction be good and there is 
no disproportion between the foetal head and the pelvis), 
the head is flexed, the occiput becoming the lowermost 
in the pelvis and hence rotates anteriorly. Therefore 
normal delivery takes place. But in the remainder 
10 per cent of cases the head remains in the defiexed 
attitude, therefore there is either non-rotation of the 
head (head lying in the oblique diameter) or head 
remains in the tranverse diameter or occiput rotates 
posteriorly in the sacral hollow. In the deflexed atti- 
tude the diameter of engagement is occipito-frontal, 
4%” (area occupied is about 1334 sq. inches) instead 
ot . sub-occipito-bregmatic, 334”, or occipito-bregmatic, 
4”. (The area occupied by sub-occipito-bregmatic is 
about 1114 sq. in. or occipito-bregmatic 12 sq. in.). 
Therefore the delivery becomes abnormal and difficult. 
In a posterior position extension of the deflexed head 
may be increased during labour owing to the widest 
part of the head lying behind the oblique diameter of 
the brim where the space is limited, whereas the narrow 
sinciput lies in the widest diameter of the pelvis where 
it can descend easily. Another important cause is weak 
uterine contraction. Due to normal uterine contrac- 
tion head meets resistance in the pelvic floor, hence 
the head is flexed, the occiput becomes the lowermost. 
Therefore anterior rotation takes place. In certain 
cases the membrane raptures prematurely. Therefore 
liquor amnii is drained. The body of the foetus can 
not rotate easily as it encounters resistance with the 
uterine wall. Thereby the rotation of the head is pre- 
vented. There may be slight disproportion between 
the head and the pelvis. 

DiAGNosis 

Palpation. Unmibilical grip.—The too many small 
parts are felt on both sides of the abdomen. On the 
other side small portion of the back is felt. The ante- 
rior shoulder may be felt in the side of the back away 
from the middle line. 

Pelvic grip—Wide sinciputal end may be felt 
easily (this gives an idea about the flexion of head). 
In some cases the head is not engaged in primigravida 
even during the Ist stage of labour. 

F.HS.—Foetal heart sounds are heard pro- 
minently as the chest of the foetus apposes with the 
uterine wall due to extension of the vertebral column 
of foetus. Internal Examination. In the first stage, 


head is high up generally, Therefore, the head can 
not be felt easily. The shape of the forewater 
is not so convex as in the anterior position. Some- 
time membrane ruptures carly, therefore internal 
examination should be done gently not to examine the 
case during contraction (pain) as there is every chance 
of rupturing the membrane. 

During the second stage—Anterior fontanelle can 
be easily felt near the symphysis pubis. If the ante- 
rior fontanelle is lying more anteriorly (behind the 
symphysis pubis) then the head is less deflexed. 
Prognosis is good in these cases if the uterine con- 
traction is strong and there is no disproportion between 
the foetal head and the pelvis. The more deficient the 
flexion of the head the lower and posterior is the ante- 
rior fortanelle (which can be felt easily. It is not 80 
near the symphysis pubis). 


Genera Course or Lanour 

Generally the course of labour is delayed but in 
some cases the delivery takes place normally within 
normal time. Ina certain percentage of cases the mem- 
brane ruptures prematurely. Delivery is prolonged 
gradually, the uterine contraction becomes feeble. 
The head remains inthe oblique diameter or in the 
transverse diameter or rotates posteriorly. If the 
head is small in proportion to the pelvis and the 
uterine contraction good, the head is delivered with 
the occiput in the sacral hollow specially in multipara. 
The vertex passes out beneath the symphysis pubis, 
then the perineum stretches, the occiput slips over it. 
Finally the face passes under the symphysis pubis. 
The delivery of head is completed by a movement of 
extension. In such cases there is every possibility of 
perineal tear, therefore bilateral episiotomy should be 
done specially in primigravida. 


PRoGNosts 

Prognosis is bad— 

1. When the head is floating in the first or begin- 
ing of the second stage of laboar in the primigravida 
and when the head is floating in the second stage in 
the multipara. 

2. In primigravida—specially elderly (about 30). 

3. When the membrane ruptures early. 

4. When the uterine contraction is feeble (pri- 
mary or secondary uterine inertia). 

5. When the measurement of the pelvis is in the 
border line, 

6. When the head is big ¢.g., in the case of post- 
maturity. 

7. When the anterior fontanelle can easily be felt— 
due to its position posteriorly i.¢., away from symphysis 
pubis. 

8. When there is cither signs and symptom of 
maternal or foetal distress, 

Prognosis is favourable in— 


1. Multipara with a history of previous normal 
r. 
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2. When the membrane ruptures with complete 
dilatation of cervix, 

3. When the uterine contraction is strong. 

4. When the pelvis is capacious. 

5. When the head is small e.g. premature foetus. 

6. When the anterior fontanelle can be felt with 
difficulty by pushing the finger anteriorly towards the 
symphysis pubic i.¢., head is in a position of less deflec- 
tion or when the posterior fontanelle is felt easily 
posteriorly. 

7. When the condition of the mother and the child 
is good. Pelvic measurement should be done (brim 
and outlet, both). If ible X-ray examination 
be done. Diagonal conjugate should be measured. 
Munro-Kerr’s method should be tried. 


MANAGEMENT 

Berore Lasour— 

Buist Pad: Thick pad itudually covers the 
abdomen towards the side of back with a postural treat- 
ment, to increase uterine obliquity :— 

In R.O.P. to be on the left side. 

In L.O.P. to be on the right side. 

The thick pad sometime helps. (But in 90 per 
cent of cases the occiput rotates anteriorly without any 
help and therefore it is very difficult to assess its utility). 

Frrst Stace or Lasour—Movement should not be 
allowed. Sedatives—Choral hydrate, bromide, mor- 
phine and atropine, pethidrine hydrochlor. Glucose 
and fruit juice. 

The internal examination should be done gently, 
not during contraction as there is every possibility of 
rupturing the membrane. After rupture of the mem- 
brane, internal examination should be done to verify 
the following conditions :— 

1. Condition of the cervix. 

2. The position of the head—whether in the mid- 
cavity or lower down. 

3. The position of the fontanelle anterior and 
posterior. 

F.H.S.—Foetal heart sound should be counted 
and located. 

Since nine out of ten cases are delivered normally 
with forward rotation of the head little need be done 
until it becomes evident during the second stage that 
the occiput is not coming forward in the cases with 
normal pelvic measurement or where there is no appre- 
ciable disproportion between the foetal head and pelvis. 

The causes which prevent forward rotation of the 
occiput are 

1. Weak uterine contraction. 2. Laxity of pelvic 
floor due to old lacerations in multipare. 3. A large 
sized baby. 4. Cord round the neck. 5. Distended 
bladder. 6. Loaded rectum. 7. Hand lying by the 
side of the head. 

Seconp Stace or Lasour.—When the second 
stage has lasted for 3 hours in primigravida or 2 hours 
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in multipara without any sign of anterior rotation of 
the occiput, manual rotation should be done very gently 
under anzsthesia. 

The whole hand is passed in the vagina to ascer- 
tain the position of occiput. Then the head is flexed 
by pushing the forehead steadily upwards during the 
pain or the palm should grasp the occiput and try to 
flex the head during pain. The pressure should be 
maintained during the interval by the assistant by 
counter-pressure over the breech. Fully supinated 
right hand is used in L.O.P. and left hand in R.O.P. 
Then the head is rotated by the process of pronation 
of the hand. If possible the assistant should push the 
anterior shoulder gently towards the middle line. Then 
the forceps are applied. 

2. Rotation of the head with forceps (Scanzonis 
manoeuvre then the forceps should be taken out and 
re-applied. This is now seldom used due to its 
dangers to the mother. Must not be used by the 
inexperienced. 

3. Kiellands forceps—Rotation by the Kiellands 
forceps and then traction by the same in the same 
sitting. 

4. Version and extraction—Not so much used 
now. But sometimes used in multipara with the 
history of previous normal delivery specially when the 
cord is prolapsed. Uséd in flat pelvis. 

5, Caesarean Section—In case of disproportion 
or very elderly primigravida, age more than 35, when 
the head is floating in the first stage of labour. 

6. When the occiput has rotated posteriorly and 
the head is in the pelvic cavity or in the outlet forceps 
should be used in that position after bilateral episio- 
tomy in primigravida. 

7. When the child is dead—craniotomy should 
be done. 

In occipito-posterior position first and second stage 
is generally prolonged and the following complications 
may occur— 

1. Early rupture of membrane before complete 
dilatation of Sm 

Treatment— 

(a) Rest in bed with foot end of the bed raised. 
With Buist pad and binder above the fundus. 

(6) Sedatives—Chloral hydrate and bromide some- 
time morphine and atropine. 

F.H.S. should be located and counted. 

2. Dry and difficult labour due to excessive drain- 
age of liquor amnii. 

Treatment—Rest in bed, sedatives. 

F.H.S—Should be counted. If dilatation of 
cervix is complete—forceps should be applied gently 
under complete anesthesia. If foetus is dead—cranio- 
tomy. Manual rotation should not be tried in these 
cases. 

3. Prolapse of cord—Rest in bed with foot-end 
of the bed raised (Trendelenberg’s position). Reposi- 
tion of cord. After full dilatation of cervix, manual 
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rotation of head and application of forceps. In multi- 
para with the history of previous safe full term deli- 
very—version and extraction if the cervix is not fully 
dilated. 

4. Secondary uterine inertia—Rest and sedatives. 
Glucose and fruit juice. 

5. Asphyxia Neonatorum—Every arrangement 
should be ready for the treatment 

6, Perineal tear—Episiotomy should be done in 
primigravida. 

7. P.P.H.—Everything must be ready to combat 
this. 

8. Puerperal sepsis—Due to delayed labour, 
(6b) Repeated vaginal examinations, (c)-Instrumenta- 
tion, (d) Injury to the local part, (¢) Divitalised con- 
ditions of the mother due to delayed and difficult deli- 
very. As far as possible all aseptic precaution should 
be taken. Prophylactic treatment by sulpha group of 
drugs and penicillin if there is any temperature. 

9. In some cases labour may be obstructed, con- 
traction ring may be felt, uterus may rupture. 

10. Foetal death rate is higher than in anterior 
position. 


ANacysis or Experience or a Few 


Cases or De_ayep Lasour 


After internal examination the head was low 
down and occiput was felt posteriorly in the oblique 
diameter. When the head was pushed up and flexed 
in some case the head automatically rotated anteriorly 
like magic which was felt by the fingers in the vaginal 
canal. Afterwards the deliveries were normal. 

It is very difficult to give a correct statistics of 
occipitoposterior position from In-door Hospital record 
as the cases are generally admitted in the first stage 
or sometimes in the second stage of labour. Therefore 
in certain cases the head has already rotated anteriorly 
before examination. 

The following is the record from the Chittaranjan 
Hospital, Calcutta :— 

Vertex Breech Face Compound Twin Total 

401 9 2 2 4 418 
i.e., vertex presentation in 96 per cent of cases. 

Occipito-anterior Occipitoposterior Total 
374 27 401 

i.e., occipitoposterior in 6-75 per cent only. 

Out of 27 occipitoposterior there was normal 
delivery in 18 cases, delivery by manual rotation and 
forceps—7 cases. In only 2 cases forceps were used in 
posterior position i.¢., in 2-25 per cent of vertex pre- 
sentation forceps were required in occipito’ posterior 
cases. 


SUMMARY 
Occipitoposterior position is one of the com- 
monest causes of dystocia, common in primigravida, 
more so in elderly primigravida. In this country when 
the patient is admitted in the hospital or the obste- 


SENILE ENLARGEMENT 


trician is called in generally the head is fixed either in 
the oblique diameter ( P.O.P.) in the sacral hollow or in 
some cases in the transverse diameter (deep transverse 
arrest). In some cases there are signs and symptoms 
of maternal and {foetal distress, the membrane has rup- 
tured long before. In that condition manual rotation 
of head is difficult and dangerous. But there is no 
other alternative than to try this. Therefore under 
anaesthesia manual rotation should be tried gently after 
flexing the head. Then forceps should be applied in 
the same sitting. If manual rotation fails the only alter- 
native left is application of forceps in that position. 
But even in some delayed cases when under anaesthesia 
manual rotation is attempted the occiput rotates easily. 
In primigravida bilateral episiotomy should be done. 
If the patient cannot be delivered by forceps cranio 
tomy should be done specially when the condition of 
the mother is bad. 

In early cas¢s—External pelvic measurement both 
inlet and outlet should be taken when head is mange 
Modified Munro-Kerr method should be done. If 
available X-ray examination of pelvis is helpful. If 
there is marked disproportion or the mother is a pri- 
migravida, above 35, Caesarian section should be done 
(if possible). The obstetrician must be sure that it is 
not a brow presentation. 

In occiput posterior cases—(a) Rest and seda- 
tives in the first stage, glucose and fruit juice. (6) As 
far as possible strict aseptic precaution should be 
taken. (¢) Arrangement for the control of post-partum 
hemorrhage must be ready. (d) Every arrange- 
ment for treating asphyxia on the nowborn should be 
ready. (e) For suturing the perineum arrangement 
should be made beforehand. 

As a prophylactic measure—Sulpha group of drugs 
should be started after delivery. Penicillin may 
given with it. 


SENILE ENLARGEMENT OF PROSTATE 
— PATHOLOGICAL ASPECT® 


B. P. TRIVEDI, .s., D.BACT., 
Professor of Pathology and Bacteriology, 
Calcutta Medical College, Calcutta 


Before | proceed to describe the pathological aspect 
| shall in short go over the broad anatomical and 
etiological considerations. The word prostate has 
originated from the Greek word ‘prostates’ i.¢. one 
standing before, and this organ stands before the 
bladder. The organ lies within the pelvis with its ™ 
directed downwards and the base upwards. 
upper surface with base of the prostate is directed up- 
wards against the inferior aspect of the bladder in the 
neighbourhood of its urethral opening. The urethra 
enters the prostate at a point near the middle of its 
upper surface or base leaves it at a point situated 


*Read at the Scientific Section of the Silver Jubilee 
Session of the All-India Medical Conference, held.at Calcutta, 
December, 1948. 
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on its anterior border just above and in front of the 
apex, describing a curve with its concavity forward. 

ejaculatory ducts enter the glands posteriorly and 
open into the prostatic portion of the urethra. The 
organ has got one middle lobe and two lateral lobes. 
The normal histology of the organ reveals that. It 
is a conglomerate of 30 to 50 small compounded tubulo- 
alveolar glands; they give origin to sixteen to thirty- 
two excretory ducts which open independently into the 
urethra on the right and left side of the coliculus 
seminalis. Nextly, the interstitial tissue; this is very 
abundant and sometimes forms more than half of the 
organ. This interstitial tissue consists of connective 
tissue with smooth muscles arranged in strands. This 
in short is the anatomy of the organ. 


Nextly, the question of etiological factors respon- 
sible for this enlargement. In the beginning the workers 
looked for protipgeeing and exciting factors in gout, 
syphilis, horse back riding, alcoholism, sedentary habits, 
constipation, gonorrhcea, strictures and stone. Later 
histological studies showed the condition to be a 
myoma, adenomyomatous or adenomatous in nature. 
Some people thought this to be a tumour; but this 
could not be accepted as when true adenoma occurs 
it produces a different picture because in this senile 
hypertrophy the change starts as multiple foci and is 
self-limited. Again inflammation was brought in as 
an etiological factor. But there was difficulty in accept- 
ing this as the sole cause. Although changes found 
in the true inflammation has got great similarity with 
this condition, the past workers hold that this factor 
cannot be taken as the primary and sole factor. 
Nextly, the question of relationship between the endo- 
crine glands and prostate hypertrophy; this question 
still awaits solution. The association of this condition 
invariably with the elderly persons suggested strongly 
the relationship with testicular hormone similar to the 
cystic hypertrophy of the breast in the female. In 
experimental animals synthetic testicular hormone in- 
hibits prostatic hypertrophy which is produced by 
pituitary hormone but treatment with this agent has 
not been very successful in enlarged prostates. 


Now I come to the pathological changes that we 
find in senile hypertrophy of the prostate. The organ 
becomes enlarged, one such organ weighed 228 gms. 
This may be either due to glandular or interstitial 
hypertrophy or to both. If the glandular element 
predominates the consistency is soft while if the inter- 
stitial increase takes place, the organ feels hard. 
Usually a number of spongy nodules are found which 
can be seen clearly on a cut surface. These nodules 
enlarge so as to form a mass which compresses the 
surrounding tissue and this in turn constitutes a false 
capsule which enables the nodular fibrosis rather than 
nodular hyperplasia and in these cases shelling out is 
not possible. The lateral lobes may be enlarged or a 
middle lobe may be formed by the hypertrophy of the 
group of glands which lies on the floor of the urethra. 
This conical mass of the middle lobe projects up from 
the floor of the bladder, carries the urethral orifice 
with it. This is in short the changes that we find in 


senile enlargement of the prostate. 
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Going through our records from biopsy we find 
that in the last twenty years we have recorded 74 such 
cases. It is a most paltry figure specially when we 
remember the American figures which I am sure would 
have produced 7400 cases in any discussion meetings 
The analysis of these 74 cases show the following. 


Age incidence— 


Age No. of cases 
Below 50 8 (10-8 per cent) 
50 to 59 28 (37-8 per cent) 
50 to 69 26 (35-2 per cent) 
70 to 79 se .. 7 (9-4 per cent) 
80 to &9 .. 2 (2:7 per cent) 
Not known... 

Total 74 
Highest age 87 
Lowest age 35 
Histological picture— 

Pure fibrosis Ae 8 
Pure glandular hypertrophy a 
Both fibrosis & glandular proliferation .. 40 
Cystic dilatations of the glands 8 
Inflammation ve 7 


Incidence according to race— 


European 15 
Indian 4. wa 
Chinese ‘el 
Not known 10 


Thus being the position, what effects we expect 
from such morbid anatomical and histological changes ? 
The effects are mainly felt in the urethra, the bladder 
and the kidney. 


The prostatic urethra may be elongated, com- 
pressed to a mere slit and become tortuous. This is 
the most important cause of obstruction. The bladder 
cannot completely be emptied because the urinary out- 
let is lifted up above the surrounding floor and the 
enlarged middle lobe may produce ball-valve action. 
The vesical sphincter is rendered incomplete being 
stretched by the middle lobe which grows up from the 
floor of the urethra. This causes a constant dribbling 
of urine and yet the bladder is never empty. This 
predisposes infection with resultant cystitis. The 
bladder becomes hypertrophied in its attempt to get 
aver the obstruction. This condition later on gives 
rise to dilatation, pouching of the walls and false diver- 
ticula. Due to the stagnated urine phosphate calculi 
may be formed. The kidneys are affected because of 
effects of obstruction and infection. Hydronephrosis 
may result; Infection may spread above producing 
pyelonephritis and pyonephrosis. 


Renal insufficiency results in retention of non- 
protein nitrogen and uremia may set in. In some 


cases glandular hypertrophy may lead to carcinoma. 
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SPECIAL ARTICLE 


OCCUPATIONAL HAZARDS 
IN COAL GAS MANUFACTURE AND DISTRIBUTION® 


Cc. C. BHATTACHARYYA, 


Medical Officer, 
Oriental Gas Co., Ltd., Calcutta. 


This paper presents a study of the coal gas industry 
from the view-point of an industrial hygienist, poten- 
tial health hazards incident to the manufacturing and 
the distribution processes and of some practical 
measures of control. 

Use of coal gas is gradually becoming very 
popular in India both for domestic and industrial pur- 
poses. Bombay and Calcutta cities provide coal gas 
for domestic consumption. In Calcutta alone in 1947 
about 6,000 houses were using gas for cooking, heat- 
ing water and refrigeration. The total daily consump- 
tion of gas more or less is 3 million cubic feet both 
for domestic and industrial use in Calcutta alone. 


Process OF MANUFACTURE 


Coal from Bengal and Bihar coal fields with high 
percentage of volatile matter is selected for gas manu- 
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facture. Bituminous type of coal is preferred in the 
manufacture of coal gas, for it contains greater amount 
of volatile matter than any other type of coal. 


I—Snowrnc Typicat Resvutts or ANALYSIS OF 
Secectrep Sampces or Brruminovus 


Dry Residue %, 
Name of Moisture Volatilz Fixed 
the Mine % Matter Ash Carbon 
Methani 1-6 12-4 53-3 
Bejdih 1-4 13-1 53-0 
Parbelia 1-4 34-7 13-6 $1-7 
Poidih 1-7 12°5 53-4 
Seetalpur 1-4 33-5 12-0 54°5 
Banksimulla 2-7 35-3 10-8 53-9 
Sodepur 1°5 M1 13-1 §2-8 


The main process in the manufacture is to distil 
at a very high temperature (about 1000°C) in the 
absence of air, i.¢., oxygen. The coal gas thus formed 
has got roughly the following composition :— 


Nitrogen - B® 
Carbon dioxide .. S& 
Unsaturated hydrocarbon .. 
Oxygen . 2 


The flow sheet of the coal gas industry is diagram- 
matically represented in a figure. 
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Dracram or Coat Gas PLANT 


Big lumps of coal are crushed down into smaller 
pieces by a machine—“Coal Crusher”. The crushed 
coal is carried to the top of the bunker by an elevator. 
From there a machine—“Stroking Machine” receives 
some measured amount of coal for charging the retorts. 
In addition to charging the retorts by centrifugal force 
with coal, this stroking machine also discharges the 
coke, the residual fully carbonised coal with the volatile 
matters given off. The red hot coke is discharged 
partly into the furnace itself for heating and for genera- 
ting the producer gas, and the rest into the coke trolly 


* Industrial Health in India, Series IX. A Seminar paper 
during the special course in Industrial Hygiene. 


where it is quenched with water and carried to the 
coke yard. 

Now the retorts are heated. The process of 
heating is done directly by producer gas. 

The producer gas is generated by the action of air 
and water on red hot coke. 

C+HO = CO+H, JC+0, = CO, 
CO,+C = 2CO 

The flames of the producer gas are sufficiently 
large so as to envelope the whole sets of retorts and 
heat them uniformly. 

There are 35 sets of retorts, each set containing 
eight D-shaped retorts each of 4% ton capacity made 
of fire clay or silica. These eight are arranged hori- 
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zontally one upon another four on each side of the 
combustion chamber, 

The coal retorts is heated in the absence of air. 
When the temperature rises to about 1000°C the coal 
gives out gases containing volatile substances. The 
gases pass at high level through the ascension pipe into 
the hydraulic main. The volatile substances condensed 
en route are trapped into a tar well and a tank of ammo- 
niacal liquor. The tar is recovered but the liquor 
though of value is led to waste. 

The gases now pass through iron pipes into the 
scrubbers (washers), which are of three types :— 

(i) Liversey, (if) P.A., (iif) Rotary. 

All the three are closed processes. In all the types 
water is the main factor which helps in extracting the 
impurities of the gas. The same process is repeated 
through another set of similar washers. Then the gas 
is passed through a third scrubber, the oil scrubber 
containing light diesel oil. Napthalene and benzene are 
principally removed in this process. 

The gas also contains sulphur compound which 
evolves the injurious sulphur dioxide when the gas 
will burn. These are removed by passing the gas 
through purifying box, containing hydrated ferric 
oxide. As the gas enters the purifier sulphur reacts 
with ferric oxide to produce ferric sulphide and water. 
Also ferrous sulphide is formed. Thus all the sulphur 
compounds are removed. The sulphide of iron could 
be revived to its original state many a time simply by 
exposure to air. We do not use slaked lime to remove 
HS because some CS. is formed by coal distillation. 
This releases HyS from the slaked lime again. 

The gas then passes to the meter, the amount of 
gas is recorded and stored in the gas holders, We have 
got 3 holders. This is tested in the laboratory and 
when it is according to the specification, is sent out for 
the town under regulated pressures by several 
governors. 

The specification in use is that the gas must be 
free from hydrogen sulphide and the calorific value 
should not be less than 450 B. Th. U. per cubic feet gas 
(one British Thermal Unit is the amount of heat re- 
quired to raise the temperature of 1 Th. of water 
hy 1°F.). 

The whole process has been diagrammatically 
represented in the drawing. 


DISTRIBUTION 


From the gas holder main pipes go out in the 
streets (underground) by branching and sub-branching 
to supply the street lights, factories and domestic lines. 
Naturally there are many joints and chances of leakage 
It is not much harmful in the street but very dangerous 
when there is leak in a closed room. Fortunately, we 
can smell gas when there is slight leak and immediate 
attention may be paid for its rectification. The first 
case in my eight years service in the gas company, is 
where a three-storied building was severely damaged 
by gas explosion due to small leakage from a service pipe 
of a street lamp. The house was built on arches and 
consequently there was enough hollow space under the 
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floor. The gas pipe for the lamp was just adjacent to 
the wall of the house. People of the locality smelled 
gas but could not find out the point of leakage. The 
leakage continued for a few days. One day somebody 
lighted a cigarette and threw the burning match-stick 
near the house. In a moment the floor was blown off 
and there was terrible damage to this house and the 
other house just in front of it. Luckily no fatal case 
occurred but 3 persons got traumatic injuries. In 
another case where a mistry went to attend a leak in 
a house got burnt by gas explosion. The room was 
closed, without opening the door and windows he 
lighted a match-stick. Immediately there was an ex- 
plosion and he got burns mostly in the face. Explosion 
like the above are likely to occur when the gas gets 
diluted with air in the ratio of 1:5 in the presence of @ 
source of ignition like a lighted match or an electric 
spark. 

Frequently small explosions happen as when 
lighting a geyser. Usually the gas cock is opened first 
and the gas accumulates in the cylinder of the geyser 
with air while the match is beng struck and explodes 
when lighted. These can be avoided by following 
proper instructions as to the use of these appliances. 

The main pipes sometimes require to be changed 
for alteration or repair without stopping the gas supply 
of the town. In such cases the gas is byepassed to a 
secondary line. A considerable length away and on 
either side of the place of job balloons are passed in 
the main line and inflated. Thus either side of the 
repair spot are sealed off temporarily with inflated 
balloons. 

Occasionally these bags burst and there is tre- 
mendous leakage of gas under pressure—workmen are 
exposed to high concentrations of gas and fall uncon- 
scious. I got several such cases and all of them revived. 


Discussion OF THE HAZARDS IN THE 
MANUFACTURING PROCESSES 


The source of danger and ill health are numerous 
for the workmen in the gas works as well as the popu- 
lation in the neighbourhood. For brevity only the 
hazards the workmen are exposed to in the various 
processes are discussed here. 


I. Coal: (a) This is transported by pushing 
loaded wagons. Only mechanical injuries are 
encountered. 


(>) Coal heaped in the yard takes up a good deal 
of oxygen and becomes heated giving off CO and 
water. Coal may catch fire from spontaneous combus- 
tion, especially in a closed space or when it is in small 
pieces and if dry or rich in pyrites. But it is only a 
theoretical possibility. The sulphur content of gas coal 
we consume is very low and moreover we stack the coal 
in the open yard, for a short period only and the turn- 
over is large—our daily consumption is of the order of 
200 tons. 

(c) Dust: Coal dust is not much injurious. 
Watkins Pitford (1927) has shown that in pneumo- 
coniosis caused by soot or coal dust the lungs are very 
black but are free from sclerosis. Recent researches 
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have shown however that the lung resistance is lowered 
due to lymphatic damage. The problem, however is 
complicated. 

II. Furnace: Keeping up the temperature in 
the furnace is an exhausting job. The worker breathes 
much coal dust and is constantly exposed to the 
action of great heat from the walls of the furnace 
and each time the door is opened to throw in coke 
or to stir the msas or break up hard surface formed 
by slag. It is on these later occasions that burns are 
liable to occur with some frequency. Producer gas 
used in the furnace is very poisonous due to its high 
concentration of carbon monoxide, but ‘there is no 
chance of its escape in our plant, as the producer gas 
completely burnt down in the combustion chamber. The 
approximate composition of the gas is as follows :-— 


Ns .. 61% by Vol. 

co 31% 

H, 4% 
4% 


III. Retorts: Cleaning the incrustation, auger- 
ing the pipes, repairing the retorts, raking the clinkers 
are very strenuous jobs. The workman is to work 
before a high radiant heat. To counteract the heat ex- 
haustion and other heat effects invariably found in such 
operations, liberal use of common salt either as salt 
tablets or very dilute saline drinks is recommended. 
The very young and the very old should not be allowed 
to work here. Our experience shows that the absentee- 
ism is minimum in the age group of 25-35. 

Osborne et al (1922) have also shown that frequency 
rate of accident is lowest when the operating tempera- 
ture is about 67°F. and sharply rises when it moves 
over 72°F. or below 62°F. So it is quite natural that 
accidents are not very infrequent here. More mechani- 
sation for removing the coke will certainly minimise 
the accidents during the discharge of the retorts. _ 

Moreover, while discharging a retort, the lid 15 
opened, there is usually an explosion and a sudden gush 
of flames and hot tar, which might injure the worker. 
The burning coke which falls on the trolley during 
discharge gives out a dense cloud of hot gases; chiefly 
CO, and tarry vapour which may be inhaled by the 
coke and ash-coolies working on it. 

IV. Drains: Waste water contains ammonia 
and its salts, Prussian blue, ferrocyanide, tar oils and 
naphthalene. So while a worker goes into the drain 
to clean he should wear protective masks. 

V. Carbon Monoxide poisoning and its control: 
The action of carbon monoxide in the body is re- 
lated to its affinity to combine with haemoglobin, which 
is 300 times more than that of oxygen. The degree 
of anoxemia therefore depends on HbCO present in 
the blood. Blood saturation upto 15% HbCO rarely 
produces any symptoms but when blood saturation 
goes up to 20% HbCO, tightness across the forehead, 
possibly slight headache and dilatation of cutaneous 
blood vessels are observed. When HbCO is 70% or 
over, death occurs. On exposure to high concentrations 
the victim may notice few, if any symptoms, yet he 
may without warning become unconscious and die with- 
out regaining consciousness. Hemrich (1944) has 
shown that polycythemia, a typical reaction to low 
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oxygen saturation occurs as a regular sign of carbon 
monoxide asphyxia. Gradual disappearance of the 
polycythemia follows as a rule with disappearance of 
carboxyhamoglobin. 


As a precaution a mask should be used while going 
to work where there is suspected coal gas hazard. 
But if accidentally poisoning takes place, the patient 
should be removed at once to fresh air. Almost all 
the cases revive by doing so. It is a routine practice 
in our gas works to allow a soda water drink when 
the patient is not unconscious. But it is not known 
whether the carbon-dioxide in the soda water is ab- 
sorbed rapidly enough by the stomach as to stimulate 
the respiratory centre and help to eliminate the carbon 
monoxide from the system. Sayers (1943) has out- 
lined the following American practice: 


(‘) The victim should be removed as soon as 
possible to fresh air. 

(#) Artificial respiration to be given if required 
by Schafer’s method. 

(iit) Inhalation of a mixture of 95% oxygen 
with 5% COs given if the patient is un- 
conscious. If given immediately this will 
greatly lessen the number and severity of 
symptoms and decrease the possibility of 
serious after-effects. 

(iv) Peripheral circulation to be helped by 
warmth, by hot water bottles or blanket and 
by rubbling the extremities. 

(v) The patient should be kept lying down at 
rest: should not be allowed to strain; exer- 
cise was one time suggested but is not at 
all to be recommended, 

In severe cases of CO poisoning anoxemia must 
be overcome almost immediately. End and Long 
(1942) showed that the ideal treatment of such CO 
poisoning cases would be to supply adequate amount 
of oxygen to anoxic tissues immediately and to main- 
tain this oxygen supply until most of the CO had 
escaped from the body and to do this, oxygen under 
pressure of 3 atmosphere is suggested. 


VI. General: The condition of health of the 
workmen in our factory is not bad, Signs of slight 
poisoning such as malaise, headache, vertigo, vomiting 
and incoordination of movements are not uncommon 
but death from carbon monoxide poisoning is rare 


No death from coal gas poisoning has been 
reported in our works. In all German gas works 
from 1885-1903, only 37 deaths from ‘poisoning were 
reported among gas workers. 


Taste Il—Snowinc tHe Causes ror Leave or Apsence 
or THe Workers Gas Co., purtnc a Four 
Year Pertop 


Years 1045 1946 1047 1948 
Total cases of leave .. 2485 2 2852 3659 
Sick leave cases 2209 2256 2595 3346 
Percentage . BB9 90-8 91-0 91-4 
Leave for accident cases 276 230 257 313 
Percentage “ 1-1 9-2 9-0 8-6 
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tue Cases or Arrenpance or Patients 


(Oto & New) ar ree Ovrpatint Curnic or 
Gas Co. (1948). Tora cases 33,978. 

1. Gastro Intestinal disorders (14-53). 

a. Diarrhoea, dysentery, indigestion etc. 14-53% 

b. Cholera 

Typhoid 0-01% 
2. Respiratory disorders (11-64). 

a. Cold, flu, bronchitis 11°13% 

b. Asthma 0:47% 

c. Tuberculosis 
3. Common Specific diseases (5-62) 

a. Malaria 4:7 % 

b. Filaria 0-14% 

c. Stomatitis 0-77% 
4 Virus Diseases (0-04%). 

a. Small pox 0-02% 

b. Chicken pox 0-02% 
5. Rheumatism & pain in body 492 
6. Unclassified diseases & undiagnosed condition 11-65% 
2 Surgical (O-P) .. 23-42% 
8. Dental! 310% 
9. Fye 6° 36% 
10. Ear 2-S3% 
11. Skin 16-19% 


Tables If & ITI indicate the head of sickness absentceisms 
at the Company. It will be found that common diseases found 
are diseases of respiratory organs, rheumatism and digestive 


disturbances. 


The men working in the vicinity of the furnace 
and retorts are exposed to such diseases as rheumatism 
which are fostered by sudden changes of temperature 
and to digestive troubles since they are obliged to 
drinking large quantities of liquids, especially of 
unsatisfactory quality. 


Sum MARY 


The process in coal gas manufacture in general 
and in Oriental Gas Company in particular, are 
described at some length and the various occupational 
hazards incidental in the industry are discussed. 
Effects of excess heat and carbon monoxide poisoning 
are the two commonly encountered occupational 
hazards. The former are more common in Calcutta. 
The Calcutta experience shows that severe carbon 
monoxide poisoning is rare 
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CASE NOTES 
A SEVERE CASE OF INFECTIOUS HEPATITIS WITH COMA 


ABDUS SAMAD, m.s., 
AND 
S. C. KAPOOR, 
Kanpur 


Infectious hepatitis has assumed an epidemic form 
in many cities of our country during the last few years. 
The symptomatology of these cases consists of two 
syndromes mainly, viz., (i) excretory failure and 
(ii) parenchymal failure of the liver. Cases with 
extreme degree of parenchymal failure lapse into coma, 
and the majority of them die in this condition (Hims- 
worth, 1947). The case described below is remark- 
able as the patient regained consciousness after remain- 
ing in comatose condition for five days and ultimately 
recovered to a considerable extent. 


Case Report 


A young man aged 25 years started with a 
feeling of malaise, nausea, vomiting and fever 
rising upto 103°F on 10-10-1949. This condition 
continued upto 19-10-1949. In the mean time he 
noticed some icteric tinge in his eyes and dark smoky 
coloration of the urine. On 19-10-1949 he suddenly 
became unconscious. 

On examination his breathing was found to be 
rapid, pulse was not much affected, conjunctival and 
corneal reflexes were absent, the liver was slightly 
enlarged, marked icterus of the conjunctiva was 
present and the temperature was high. 

He was given hexamine 5 c.c. 40 per cent solution 
with 25 c.c. of 25 per cent glucose solution i.v. followed 
by 20 c.c. of 7% per cent sodium bi-carbonate solution 
iv. after about half an hour. This was repeated dafly 
for a week. He regained consciousness on 23-10-1949 
after remaining unconscious for five days. Hexamine 
and sodium bi-carbonate by mouth was later continued. 

On 28-10-1949 his liver was found markedly 
enlarged and tender—especially the left lobe, the lower 
margin of which was about six fingers below the costal 
margin. Marked icteric tinge of conjunctiva was 
present. Suspecting that it might be amoebic hepatitis, 
he was given six injections of emetine (4 gr. each). 

On 9-11-1949 he still had enlarged tender liver of 
the same size, marked icteric tinge of the eyes, and tem- 
perature ranging between 102° and 103°F. Blood 
examination showed total W.B.C. 30,400 cmm with 
90 per cent polymorphs. Penicillin one lac units every 
four hours was started and continued for five days. 
Three days after starting penicillin, his temperature 
became normal, jaundice was also less, and the liver 
decreased by one finger. He was given high protein 
(skimmed milk and liver protein) and methionine. 

After about one month (15th December 1949) his 
urine became nomnal, there was no jaundice and the 
left lobe of the liver was only three fingers enlarged. 
The patient felt so well that he started attending to 
his duties 
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ComMENTS 


From the above history it is clear that the patient 
was a severe case of infectious hepatitis. Though it is 
not certain as to how far hexamine, glucose, and sodium 
bi-carbonate helped in the recovery from coma, this 
line of treatment is worth a trial in such cases, as no- 
thing else helps such a patient. It may be that hexa- 
mine in some way neutralises the evil effects of the 
virus of infectious hepatitis. 


High leucocyte count with a relative predominence 
of polymorphs has been reported in such cases deve- 
loping coma ( Misra, 1949), though it is not a common 
feature in this disease. Whether it is primarily due 
to coma developing in such cases or is secondary to 
some other infection cannot be said definitely. In the 
above case it appears that penicillin helped in bringing 
down the temperature and hastening recovery. At 
present it seems that the case made good recovery, 
but we are watching him carefully for any signs or 
symptoms of subacute or chronic hepatitis, if they 
appear. 
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AN UNUSUAL COMPLICATION AFTER 
CATARACT OPERATION 


S. C. ROY, 
Ophthalmic Surgeon, L. M. Hospital, 
Asansol 


A man of 45 with mature cataract in one eye was 
operated on. Extracapsular extraction of the lens with 
peripheral button hole iridectomy was performed. 
The upper incision was a corneal one. On opening 
the bandage on the third day it was found that the 
eye was doing well but there was striate keratitis, the 
pupil was semidilated and the anterior chamber was not 


During the next few days the striate keratitis 
cleared up but the pupil did not dilate inspite of regular 
atropine instillation; the anterior chamber also did not 
form. The eye remained in this condition for nearly 
two weeks after which the keratitis developed again and 
threatened to cover up the pupillary area. 


He was operated on again in a week's time. The 
corneal wound was cauterised and a conjunctivoplasty 
was performed covering up the corneal wound with a 
strip of the conjunctiva from the upper part. The 
pupil dilated and the anterior chamber formed on the 
second day and the keratitis gradually disappeared. 
The patient made an uneventful recovery and left the 

ital in a week’s time. 


A MISLEADING CASE OF SEVERE CONSTIPATION 


K. A. DESAT, (som.), t.c.p.s. (Bom.), 
Medical Officer 1/C, Dispensary, Manchikeri, 
North Kanara Dist., Bombay. 


The patient, aged about 25 years, an agriculturist 
by occupation gave the history that he had a motion 
on 29-11-1949 but had none in the next two days 
following. He was persuing his duties normally. On 
2nd December, 1949, he had a scanty and scybalous 
stool. On the same evening he started getting pain 
round about the epigastrium, the feeling of a mass and 
choking sensation. 


On examination I found the following: 


Pulse 88 per minute, of good volume and tension. 
Abdomen was rigid and slightly tender. Nothing 
abnormal! was detected in the other systems 


I gave a turpentine enema, there was no response. 
Then aiter an hour I| tried a high turpentine enema, 
The result was the same. I passed a tlatus tube, but 
no gas came out. In the mean time, the patient 
vomuted twice and the vomit was of (bilious) nature. 


I suspected it to be a case of intestinal obstruc- 
tion, But as the patient had a motion in the morning, 
I decided to give injection of morphine gr. 44 with 
atropine sulphate gr. 1/100 and prescribed one 
powder containing santonin gr. ii, calomel gr. i and 
soda-bicarb gr. v. to be taken at 9 Pp. M. (as round- 
worm infection is most common in this area) followed 
by magnesium sulphate dr. 6 in the morning. I asked 
the relatives to give him small quantities of warm drink, 
if necessary. ‘Lhe patient passed a quiet night, 


On 3-12-1949 the patient had no motion, He 
was kept on small quantity of warm liquids. He was 
given turpentine stupes on the abdomen for some time. 


On 4-12-1949 morning he vomited 2-3 times. 
At about 11 a.m. I went to see him and found the 
following : 


Patient was restless and had an anxious look. 
Pulse 96 per minute and of low volume and tension. 
Upper abdomen was distended and tympanitic on 
percussion. Again | tried a turpentine enema with- 
out any success. I advised the relatives to remove 
him immediately to the hospital (about 20 miles from 
that place) for further surgical aid but owing to some 
practical difficulty in removing the patient to such a 
long distance they simply kept on waiting. In the 
evening to my surprise, all of a sudden the patient had 
a very good motion. Distension of the abdomen was 
slightly less and he was feeling much relieved. He 
did not pass any worms. I prescribed for him mist. 
alba one ounce immediately. He had another motion 
on 5-12-1949 morning and since then he is quite alf 
right, having had an uneventful recovery. 
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AUTONOMIC NERVOUS SYSTEM & MEDIATION 
OF NERVE IMPULSES. 


The functions of this nervous system is involun- 
tary and beyond the control of will or volition. To 
express in words of Claude Bernard “Nature thought 
it prudent to remove these important phenomenon” 
(namely nutrition, reproduction, circulation and body 
temperature) “which are controlled by its mechanism 
from the caprice of ignorant will.” 


It may be said that violent activity like fight, 
flight etc., is a result of increase in sympathetic activity, 
whereas its opposite effect like lethargy to denote lack 
of power for violent activity, and conditions which 
occur in sleep, is due to an increase of parasympathetic 
(vagal) effect. Thus, emotional activities and allied 
manifestations are associated with and are governed by 
its activities. An individual may be excited with or 
without fear. Excitement without fear is predomi- 
nantly a sympathetic response. On the other hand, 
excitement with fear is a complex phenomenon and is 
mainly due to combined effects of sympathetic and 

asympathetic stimulation: for example, erection of 

ir, dilatation of pupils, protrusion of eyeballs, cold 
sweat and relaxation of gut muscles are effects of 
sympathetic stimulation, whereas, contraction of bladder 
or colon, and occasionally vomiting are effects denoting 
stimulation of parasympathetic system. 


The earlier theory of action of drugs through nerve 
endings could explain a great many facts and was 
universally accepted. But to mention a few, drug 
actions, like contraction of striped muscle (which have 
no autonomic supply) by acetyl choline; stimulation 
of sweat gland (which is supplied by sympathetic 
fibres) by pilocarpine, acetyl choline and physostig- 
mine ; the difference of action of pilocarpine and physo- 
stigmine and denervated organs,—could not be 


explained by this theory. 


During the period of this earlier theory, the fol- 
lowing few very important experimental results had, 


however, been established which stimulated further 
researches that eserine (physostigmine) potentiates 
ganglion-free smooth muscles to the action of acetyl 
choline, while choline and pilocarpine are not poten- 
tiated; that eserine sensitises the frog’s heart to 
ammonia, calcium and barium. It was also found that 
choline has a curare-like action on striated muscle and 
that curare and physostigmine are mutually antagonistic. 


As a result of researches of the last half a century 
by Eliot (1904), Reid Hunt (1906), Dixon, Hamill, 
Dale (1914), Cannon and Otto Loewi (1921), Engle- 
hart and Mathes (1930) a new concept to replace the 
earlier theory of action of drugs on nerve endings, 
has gradually developed as regards the transmission 
or mediation of nerve impulses of autonomic nervous 
system. 


The modern concept believes that liberation of 
acetyl choline is responsible for excitation of autonomic 
nervous system and transmission of impulses from pre- 
ganglionic to postganglionic fibres whereas the post- 
ganglionic terminations liberate either acetyl choline 
(and the nerve fibre is termed cholinergic) or, adre- 
nalin or sympathin (and the nerve fibre is called 


adrenergic). Cannon believes that adrenergic fibres 
may liberate two forms of sym ic mediator 
substances, excitor (sympathin E) and inhibitor 
(sympathin 1). The recent view is that all the para- 
sympathetic fibres are cholinergic, and most of the 
sympathetic postganglionic fibres are adrenergic but a 
minority of the latter are cholinergic as for example 
those supplying the sweat glands. The vountary motor 
nerves are also believed to liberate acetyl choline at 
their endings and thereby produce excitation of muscles. 
There is no evidence so far to establish any relation 
between excitation or tiansmission of sensory impulses 
of any kind and liberation of acetyl choline or adre- 
naline at the ending of these nerves (sensory). But 
in the case of eye light is believed to liberate an un- 
known chemical substance in the retina which causes 
stimulation of the fibres of the optic nerves. Accord- 
ing to Lewis, however, pain sensation is due to libera- 
tion of specific substances from the injured tissues 
which stimulate the sensory nerve endings to cause 
pain. 


Evidences are accumulating to prove the existence 
of several centres in the brain to control the autonomic 
nervous system. According to Fulton (1932) chere 
are centres in the hypothalamus controlling the sym- 
pathetic and parasympathetic systems and these are 
said to regulate the expressions of emotion and meta- 
bolism. There is evidence of presence of acetyl choline 
in the brain which may suggest some role or impor- 
tance of acetyl choline in transmission of impulses 
within the brain, the mode of which (viz., transmission 
of impulse within the brain), however, is not yet 
known. 


The modern concept of chemical mediators for 
transmission of nerve impulses was due to the results 
of the brilliant research of Otto Loewi in (1921). He 
found that perfusion fluid, collected after vagal stimu- 
lation in one frog, when injected into a second frog 
would produce similar effects as by vagal stimulation 
in the first frog. 


Further researches revealed that this vagus subs- 
tance of Loewi was an unstable choline. ester. (acetyl 
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choline) capable of being hydrolysed by an esterase A thorough understanding of the whole autonomic 


(choline esterase) in the heart muscle and other tissues 
and that physostigmine (eserine) delayed this hydro- 
lytic action and therefore intensified the action of acetyl 
choline. Atropine annuled the effect. Acetylisation 
of the resulting ineffective choline was found to regain 
the original effectiveness. 


The pharmacological actions of acetyl choline are 
the same as those of choline but about 10 to 100 
thousand times stronger in effect in lowering blood 
pressure than choline. The action of acety! choline is 
brief and very rapidly destroyed by the choline esterase 
whereas adrenaline or sympathin is destroyed, more 
slowly however, by another oxidase, called aminoxi- 
dase present in the body. The chief field for play of the 
esterase or oxidase is at the neuromuscular junction 
(apparatus) intervening between the nerve endings 
and the reacting cells of the body. The nature of 
action or counter-action by one or more drugs given 
at one time would therefore depend on whether the 
seat of action, relatively or respectively, is between 
the nerve ending and the esterase, or on the esterase 
itself; or, on or between the esterase and the reacting 
cells; or, on the reacting cells themselves. 


Eliot, Loewi, Dale, Cannon and their followers 
consider that the theory of two chemical mediators is 
an adequate explanation of nerve impulses. Many 
facts however, cannot be explained even by this theory ; 
for example, failure of atropine to control the rapid 
contractile response in urinary bladder after acetyl 
choline or to modify the reflex from Auerbach’s plexus 
in the intestines, may be mentioned. 


Bacq and Monnier, working with synthetic piperi- 
dine compound, found this to paralyse the sympathetic 
response to adrenaline while electrical stimulation of 
the nerve was still active. They therefore proposed a 
dualistic theory of nerve impulses (1) chemical factors, 
(2) an electrical or physical factor. 


The details of the action produced by the auto- 
nomic nerves are therefore complex. The action of 
acetyl choline is complex too, and produces a wide range 
of effects which are not produced by stimulation of 
parasympathetic. Actions of acetyl choline on volun- 
tary muscle are of considerable therapeutic interest, 
and these actions are not antagonised by atropine. 


If we understand that there is gouty no function 
of the autonomic system that cannot be directly or 
indirectly modified by the action of drug then only we 
can realise the true importance of the knowledge. 
Some clinicians following the lead of Eppinger and 
Hess recognise conditions which they term “sympathi- 
cotonia” and “vagotonia”. These two terms emphasise 
one important pharmacological fact mamely that there 
is a very great individual variation in response to drugs 
like adrenaline, acetyl choline or related drugs, and to 
atropine. 
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nervous mechanism, the role that drugs play, and their 
mode of action on this complex mechanism, and ulti- 
mately of administration of drugs based on a thorough 
knowledge of their effects on normal and abnormal 
physiological processes, could alone achieve the desired 
beneficial he, It is therefore imperative for the 
clinician to base his diagnosis in terms of disorganised 
processes affecting the organism and then to administer 
that drug which will be the best for the organism to 
return to normal function. 
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CURRENT TOPICS 


FOOD AND POPULATION 


Lord Horder, Chairman of Advi Committee 
on Nutrition F.A.O. writes in the Lancet (2:617, 1949). 

It is six yrere since Hot Springs saw one of those 
awakenings of conscience, accompamied by a stirring of 
the imagination, which from time to time affect not 
only individuals but nations, and which, again in 
nations as in individuals, tend so soon to revert to 
lethargy both of the spirit and of the mind, At the 
United Nations Conference of Food and Agriculture, 
held in May-June, 1943, enthusiasm ran high, defeatism 
was not recognised, and the best brains in the world 
concentrated upon the greatest of all world problems 
—except perhaps the avoidance of war—how to feed 
the human race, 


The spirit of optimism which animated the con- 
ference is shown in the speech with which President 
Roosevelt closed the final session: 


“You have examined the needs of all countries 
for feod and other agricultural products, both as they 
will exist in the short-run period of recovery from the 
devastation of war, and as they will exist over the 
longer run, when our efforts can be fully devoted to 
expanding the production of food so that it will be 
adequate for health the world over. You have sur- 
veyed with courage and with realism the magnitude of 
these problems and have reached unanimous agreement 
that can, and most—and will— be solved.” 


The conference offered an excellent rallying-point 
for experts engaged in studying the new knowledge 
relative to nutrition, Largely as the result of a pooling 
of the researches of these experts the conference 
ventured to sum up the nutritional position under the 
following four headings: 


1. The kind of diet which man required for 
health has been established. 


2. Investigations in many parts of the world have 
shown that the diets consumed by the greater part of 
mankind are nutritionally unsatisfactory. 


3. Diets which do not conform with the 
principles of satisfactory nutrition lead to impaired 
physical development, il] health, and untimely death. 


4. Through diet a new level of health can be 
attained, enabling mankind to develop inherited capaci- 
ties to the fullest extent. 


Two years later the Food and Agriculture Organi- 
sation (F. A. ©.), the first of the international 
organisations under United Nations, was set up. We 
were asked to advise on certain nutritional targets, 
taking due account of regional differences in consump- 


tion habits and possibilities of production. 
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It was the job of F.A.O. to find out how much 
ood wns necessary to provide the world with the re- 
quirements we laid down. The answer ran into figures 
which the journalist is wont to call “astronomical”. 
It was found that by the year 1960, as compared with 
pre-war supplies, there would be a need of 60 million 
more tons of cereals, 30 million more tons of meat, 250 
million more tons of vegetables and fruit and 35 million 
mote gallons of milk. As Sir Herbert Broadley, De- 
put irector-General of F.A.O., comments: “a vast 
undertaking indeed.” Yet, such is the spirit and deter- 
mination of those who lead F.A.O., there was no flinch- 
ing from this gigantic task. Faced with “damage by 
nature and wastage by man,” with “disastrous exploita- 
tions of forests, ill-conceived methods of cultivation and 
short cuts to wealth,” F.A.O. turned confidently to the 
factors by which repairs could be effected, untilled land 
brought into cultivation, and technology harnessed to 
intensive production. 

And who, listening to Sir John Russell's presiden- 
tial address to the British Association—with his almost 
embarrassing catalogue of potential aids to agricultural 
development—who can doubt the ability of science to 
serve our ends in these directions? The now famous 
Point IV in President Truman's inaugural address was 
not a mere mirage; it was a call to action, and action 
based upon the established facts of science. To deal 
adequately with this technological position Sir Herbert 
Broadley pleads for a World Food Fund, which would 
supply the sinews of war. Sir Herbert thinks that the 
feeling of responsibility is growing amongst the nations. 
Let us hope he is not too sanguine in this, but we do 
not forget that Lord Boyd-Orr’s effort at securing @ 
World Food Board failed, and failed because mem 
nations manoeuvred for position and for power. 


But it is not only in the technological field that 
effort is required; there is also the economic problem 
that must be tackled. It is not only a question of pro- 
ducing more food; surpluses and slumps have to be 
dealt with; the food and the hungry people must come 
together ; the producer must not be induced to “pull his 
punches” in one place whilst human beings are being 
underfed in another. “A world economy which does 
not provide agricultural and industrial producers with 
a fair basis for enchanging the products of their labours 
will frustrate the best endeavours to increase the supply 
of food which the world so much needs.” 


What is the present position in respect of all this? 
As the result of a world tour quite recently undertaken 
by the present Director-General of F.A.O., Mr. Norris 
Dodd summarises his observations as follows: 


1, Methods of food production still in use in 
many parts of the world are extremely primi- 
tive. 

2. The conditions under which the majority of 
agricultural producers live are “terrible.” 

3. Although they are producers of food, the 

great portion of the farmers have themselves 

an inadequate diet. 
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4. There are great possibilities of deve 
whether at the level of large projects of irri- 
gation and draining or by the less ambitious 
method of providing the peasants with effi- 
cient hand tools. There are also great possi- 
bilities of improving agricultural production 
in all countries of the East. 

Despite all this leeway to make up, the Director- 
General is not defeatist. Speaking to the United 
States farmers the other day he said: 


“I have faith that it is not hopeless; on the con- 
trary with the help of modern science, backed up by 
common sense, hard work, and international good 
will, I believe mankind can do a far better job of 
producing and distributing food than ever before, I 
am not optimistic enough to think that the world of 
plenty is round the corner, but IT am sure it is down 
the road, and we shall eventually come to it if we 
only make the right start and keep moving.” 


Tue Porvtation 


“Yes,” says the critic, “but what about the world 
population? What about Malthus’s law?” Well, 
though common sense tells us that Malthus’s law must 
be accepted, a little thought shows that it has only a 
limited and a local application. Like so many “Laws” 
relating to human affairs, it is an over-simplification. 
The desire to reduce human affairs to “laws” often 
overrides itself. It is not only in “this our life” that 
the soul gets “a dusty answer” when “ hot for cer- 
tainties”; in demography the same thing happens, 
Applied to China Malthus’s law clearly operates, or 
may do so, The population of China is estimated— 
reliable figures are not available—at between 400 and 
500 million, and is probably increasing at the rate of 
6 million per annum. During peace, China can feed 
some 400 million people on the basis of a mete sub- 
sistence level. If she desires a higher standard of liv- 
ing, which connotes a diet giving a better margin of 
nutrition and therefore of health, she must do one, or 
both, of two things; either she must grow, or import, 
more, and more varied food, or else she must limit her 
population increase. But China may do all of these 
things and so demonstrate that, even in her case, 
Malthus’s law may not be operative. The time factor 
is clearly imperative; will increased production, with 
or without importation, catch up on increased popula- 
tion? Or will it not? 


In Western Europe, on the other hand, Malthus’s 
law does not operate at all, nor has it for a thousand 
years—and for three reasons, as pointed out by 
Professor Whitehead: the expansion of commerce, the 
development of technology, and the discovery of empty 
continents. Although China cannot find more empty 
continents, industrial expansion and technological deve- 
lopment have scarcely begun with her. 


But there is a fourth factor which has 
in making Malthus’s law of no sociological significance 
in Europe during recent years, and to which White- 
head makes no reference. This is the practice of some 
form or other of birth-control, © 
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It has been alleged that so, called “primitive” 


populations would have nothing to do with family 
limitation in any form, that large families are a tenet 
in their religion or tradition. But the view of those 
who have actually lived amongst such people tells a 
different story: the womenfolk frequently ask for in- 
formation on the spacing of their children. It would 
seem an almost universal desire of women to seek help 
against the bondage of too frequent pregnancies. The 
working out of the principle of contraception in face of 
the traditional cultures and social institutions in China 
and elsewhere will probably fall to the lot of the women 
themselves. Hence the value of antenatal, neonatal, and 
other clinics where women may receive instruction. 


Two further considerations are pertinent in this con- 
nexion. The first is that governments and other con- 
trolling authorities should not only allow, but should 
encourage, contraceptive instruction. Thanks largely to 
the work of the Family Planning Association this posi- 
tion has been, in a fair measure, secured in this country. 
Public opinion, as always, has dictated policy. 


The second considération is that more research 
should be undertaken in pursuit of simple, but effective, 
techniques. I think it was that courageous and persis- 
tent pioneer, Margaret Sanger, who commented on the 
fact that whereas we had succeeded in splitting the atom, 
with certain dire consequences to human life, we had 
not yet found a simple and harmless contraceptive. 
But we shall, and perhaps by a method quite different 
from those in present use. In scientific discovery the 
wind bloweth whither it listeth and we cannot foresee 
the direction in which any new addition to our arma- 
mentarium towards goal of human progress will appear. 
Nor, I am inclined to and, to what bad, as well as to 
what good, purpose man will put it. 

What really matters is that we possess the will to 
achieve biological control as to which many of us are 
still in the stage of confused thinking. 


I do not mean by these remarks that I regard inten- 
sive propaganda concerning the voluntary limitation or 
contro! of births as the panacea for the maladjustment 
of food and population in the world. History shows that 
when the standard of living rises, by whatever means 
this be achieved, such propaganda from without a social 
group becomes less and less necessary. It may be said 
of any nation that if it raises its standard of living this 
matter, as many others, will be added unto it. 


Tue Spirit or MAN 


Sir John Russell has warned us that though science 
can be a very efficient provider of benefits it does not 
make a choice, or a decision, as to their use. That rests 
with the spirit of man. 


But on this point, even after a second world war, 
I am an unrepentant optimist. I take it that a man may 
quote himself without being charged with plagiarism. 
At the meeting of this Association at Blackpool in 1936, 
speaking of the strain of modern civilisation, I 
on this subject. I said: 
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“I believe that ‘man can elect the universal man’.” 
I have faith that the human heart is ‘made of 
penetrable stuff. I do not think that ‘damned 
custom’ has ‘braz’d it so. That it is proof and 
bulwark against sense’; though at this moment 2 
morbid Hamlet, looking on, would doubtless take @ 
different view.” 


Today I shall conclude my admittedly cursory 
review of the ition statement which, in respect 
of it, I may my . 


1, We must take a global view of the problem ; 
unless we do so we cannot hope to solve it. 


2. We must work, for we cannot escape the in- 
junction: “If ye do not work neither shall 
ye eat.” 


3. We must encourage ideas and we must secure 
complete autonomy for science. 

4. We can, if we will, achieve physical, chemical 
and biological control on the earth and 
thereby effect a satisfactory adjustment in 
regard to food and population. 


5. Moral control is the ultimate and overriding 
consideration. Its most primitive expression 
is “live and let live”. Without this even 
survival cannot be assured. 


REHABILITATION OF TUBERCULOSIS 


R. R. Trail, M.A, writes 
It was some fifteen years after the Insurance Act had 
made sanatorium treatment available to all sufferers 
from pulmonary tuberculosis that the first statistical 
end-results began to appear. Bardswell had concluded 
from the Midhurst experience that something more was 
necessary than the discipline of regular hours of rest and 
exercise, good food and hygienic surroundings. The 
benefits of active therapy in pneumothorax and surgical 
collapse were then practically unknown in this country. 
As they were more extensively introduced many physi- 
cians were confident that the results of the new “com- 
bined intensive treatment” would give the answer for 
which Bardswell was looking, but a similar test of studies 
of mortality following discharge brought further dis- 
appointment. Collapse therapy has its place, but it is 
not the whole answer. In suitable cases early or at 
worst unilateral; it can show in expert hands a 90 per 
cent survival rate in five years; it does little to improve 
the prognosis of moderately advanced bilateral disease, 
and may indeed worsen it. 


The same general conclusions have applied to the 
various drugs and antibiotics that have so far followed 
in the treatment of fibro-caseous tuberculosis ; each has 
had its day, and each has been proved limited by the 
type and extent of the lesion or the peculiar resistance 
of the organism. The prognosis of the patient who 
commences residential treatment at a moderately 
advanced bilateral has remained fairly constant 
for twenty-five years; he has to depend on sanatorium 
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routine, and he has but a 50 per cent chance of survival 
for five years, and a 15 per cent chance for ten years. 


These findings have had three main results. Some 
workers have insisted that we must find the disease in 
an earlier stage, and as they have little or no faith in 
physical diagnosis, in what they proclaim more and 
more to be a disease of symptomiess onset, they have 
called for the increasing use of X-rays, and now for a 
widening of miniature mass radiography units. 


Others decry sanatorium treatment; they call it 
but a half-way house to death, basing their argument 
on the large numbers of discharged patients who seek 
readmission, often within two years of discharge of an 
“arrested” lesion. Their premises are correct but 
their conclusions are wrong. The sanatorium is not at 
fault, It can deal only with the material at its disposal. 
It does excellent work within its prescribed limits; it 
does not diagnose, and it cannot carry on its work 
beyond the day of discharge. 


The third main trend lies with those who are dis- 
appointed with all accessory treatments and who there- 
fore urge longer sanatorium residence. They point out 
the wellknown fact that the patient does well, or at 
worst holds his own, in the majority of cases as long 
as he is resident, and claim that by an extended stay a 
further breakdown would be avoided; in other words, 
they read in an entirely different light the well-known 
tendency to breakdown within the first two years follow- 
ing return to outside conditions in home and work. 


Each school of thought, therefore, can claim a basis 
for their assertions but they should not work singly; 
they should be combined. Mortality after discharge is 
undoubtedly related to the extent of disease at admis- 
sion, and the sanatorium is not to blame that it still 
gets, and apparently will continue to get for many 
years, more than 70 per cent of its patients in stage 
two and stage three of disease. Neither must we deny 
the benefits to these unfortunates of an extended stay. 
Successful attempts at rehabilitation of the chronic tuber- 
culous have appreciated this point and recognized that 
many such sufferers required even lifelong residence in 
specialized sheltered conditions of home and work. 


The more the chest physician sees of chronic tuber- 
culosis the more he realizes its complexity and its 
individuality. Every sufferer has his own mixture of 
fibro-caseous lesions ; everyone has also, above and apart 
from the common causative bacillus, his own variation 
of psychosomatic manifestations, some of which can be 
traced back to the days before his breakdown, while 
others result from his changed life with its new worries, 
economic and social. The destruction of the bacillus, 
or the arrest of the disease by general and local rest, 
will not provide the whole answer. It is certainly the 
general aim ; it is not the particular and individual cure. 
Regime is a necessity, but however good it may be, 
and however much it may be supplemented by the latest 
improvements in the mechanical processs of surgery, 
it can fail. It may succeed in preserving life, but in 
itself it cannot hope to renew it. The physician must 
continually remind himself of the human end of treat- 
ment, which is to return his patient to home and com- 
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munity life through a rehabilitation which is physical, 
psychological, economic and social. 


Every possible modern measure should be avail- 
able in the attempt to aid the patient to reach his 
optimum physical standard. His length of stay in the 
sanatorium cannot be fixed in advance, nor can his 
type of treatment, which the physician must be pre- 
pared to change according to the response of the patient. 
The long process of artificial pneumothorax may be but 
a preparatory stage for further surgical therapy, and 
while one patient may have continuous residence, an- 
other may be better if he returns on one or more occa- 
sions in order to produce a comparative result. 


From the beginning attention must be paid to the 
patient's previous psychological difficulties of home, 
work and community life. We must listen to his story, 
which is something beyond the medical history of text- 
books. We must separate those psychological stresses 
that preceded breakdown from the mental reactions of 
a chronic illness, remembering that phthisis is par 
excellence the chronic illness that brings frustration. 
Studies of mass radiography statistics have shown quite 
clearly that most patients are struck down with tuber- 
culosis in its active form in the age groups seventeen 
to twenty-four and thirty-five to thirty-nine, and, there- 
fore either at the beginning of their careers or at that 
time of life when they have every right to expect to 
reap the result of their previous training. Moreover, 
their economic worries are often the harder to bear 
because of the ostracism of the ignorant; few of their 
colleagues realize that their own danger lies with the 
undiagnosed case, such as the “chronic bronchitic,” and 
never with the ex-sanatorium patient who is allowed 
to practise what he has been taught. Little wonder if 
many patients develop a sullen attitude and resist dis- 
cipline ; we must not be surprised if some show extreme 
views on life or complete apathy towards the happen- 
ings in the normal community. We should, therefore, 
always be prepared to give his true place to the under- 
standing minister of religion. He is often the best 
adviser to the resident physician as well as to the patient 
and may well be a greater factor towards ultimate 
success than those who are now developing on scientific 
lines parts of his previous functions as social workers, 
psychologists and neuro-psychiatrists. The patient with, 
a quiet mind and a lesion which extends throughout 
the whole of his right lung is often a better surgical 
risk than the “ideal case” who decides to accept opera- 
tion because he is in a state of desolation and defeat. 


Idleness was never a cure for tuberculosis ; it is 
an entirely useless end-result to turn an ill patient into 
a healthy loafer who has lost the capacity or the will 
to work. Unfortunately, all too often the patient has 
instilled into him from the time of diagnosis that rest 
is the main factor in his recovery. Rest is the treat- 
ment for the active stage, to be applied rigorously for 
a period that must vary according to the needs of the 
individual, but rest must be followed by activity if the 
patient is to gain increasing vitality, reeover his self- 
respect and get back to his family and the community, 
where alone he can exercise that freedom and complete- 
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ness of personality which make the fundamental 
difference between existence and life. 

Suitable work, properly controlled, will not kill the 
patient; it will give him hope and create in him fresh 
vitality. Occupational and diversional therapy have 
their part to play in the treatment of the bedridden 
patient. They must not, however, be allowed to undo 
the benefits of bed rest; neither must the patient be 

iven the idea that he can be sure of making his living 

goods of amateur finish. There is no more senti- 
ment towards the tuberculous in open competitive 
business than for the fit worker. Therapeutic occupa- 
tion within a village settlement built round a modern 
sanatorium has the possibilities of success that cannot 
lie in occupational therapy. 

Sedentary occupation, with its opportunity to avoid 
bodily fatigue, and not “open-air work,” is what is 
needed by the chronic tuberculous subject. Some may 
be fit to undertake such employment in the new fac- 
tories set up under the Disabled Persons Employment 
Corporation, but they will still require continued medical 
supervision, a suitable home and a pay packet sufficient 
for their own maintenance and that of their families. 
Economic worry still drives many a man out of the 
sanatorium before he is fit for discharge; it will equally 
drive him out of any factory if he is required to exist 
on the good intentions of his employer. 

Papworth Village Settlement can supply the condi- 
tions necessary for the man whose disease has rendered 
him unfit for his own work, or for a new type of work 
in unsheltered industry. Machines have been adapted 
to his needs, and the amount of energy he spends is 
regulated and increased by easy stages according to his 
individual capacity. This is done through a “Personnel 
Panel” of doctors and industrial managers, who have 
before them at each successive meeting every detail of 
the present medical condition of the patient, as well as 
reports on how he is adapting himself in his chosen 
workshop. He may choose between leather work, 
woodworking and carpentry, printing and bookbinding, 
building and secretarial work. While he is under 
under training he can get the benefits of the allowances 
now available through the Disabled Persons Employ- 
ment Act, and when he is fit for six hours’ work per 
day will get agreed trade union rates of pay. He may 
then “colonize,” decide to stay on at Papworth, living 
in a hostel run at overhead costs without profits. If he 
is married he can add his name to the list of applicants 
for a house in the village. To that house, which he 
can have at a very low rental, he can bring his wife 
and family. 

_ He need not fear for his children born into the 
village ; they are supervised from birth and x-rayed and 
tuberculin-tested as necessary. Not one such child has 
so far, in the thirty years since Papworth was founded, 
developed pulmonary tuberculosis. Nor need he feat 
the too early break-up of his family life, for the boys 
may be apprenticed at the workshops and the girls may 
also, if they so wish, get employment. 

The village settlement is as yet the only reliable 
method of attaining the true rehabilitation of the chronic 
tuberculous.—Medical World, 69:711, 1949. 
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NC/TES AND NEWS 


THE CARDIOLOGICAL SOCIETY OF INDIA 


The Janaki Nath Bose Memorial Research Fellow- 
ship of the Cardiological Society of India has been 
awarded this year to Dr. Priti Mitra, m.s. of Calcutta. 
Dr. Mitra will work at the rtment of Hamatology 
of the School of Tropical Medicine, Calcutta, on 
“Hematological aspects of coronary diseases.” This 
fellowship was established last year with a donation 
made by Dr. Sunil Chandra Bose, of Calcutta, in 
memory of his father, late Janaki Nath Bose, and the 
first award is made this year, 


CHILD HEALTH CENTRE FOR §.-E. ASIA 
IN CALCUTTA 


A child health training centre for South-East Asia 
is proposed to be established at the All-India Institute 
of Hygiene and Public Health, Calcutta, at an estimated 
capital and recurring expenditure of nearly two million 
dollars in collaboration with the United Nations 
Children's Emergency Fund, 


At a press conference Lt. Col. C. K. Lakshmanan, 
Director of the Institute said that he was very confident 
that this centre will be established during next one 
year or two. Naturally it would take time to com- 
plete the work of establishing the centre and the two 
million dollars proposed to be financed by the UNCEF 
were towards meeting the capital and recurring ex- 

iture spread over a period of five years, he added. 

centre will be the only institution of its kind in 
Sj. Lakshmanan said that a proposal was put for- 
ward by the Government of India to the W. H. O. 
authorities to organise the centre in India and he 
understood that the matter had been considered and 
it had been provisionally agreed to open the centre here 
where persons not only of India but the whole of 
South-East Asian region would receive training. The 
details of the scheme were being examined now. 


NEW DIPLOMA COURSES AT THE 
ALL-INDIA INSTITUTE OF HYGIENE 


A proposal to extend the activities of the All-India 
Institute of Hygiene and Public Health, Calcutta and 
to start a new diploma course in industrial health had 
been already put forward to India Government. They 
were looking forward to getting a mass X-Ray equip- 
ment at an initial cost of nearly Rs. 1,13,000 to be 
used for early diagnosis of lung diseases among indus- 
trial workers. Their idea was to mount the whole 
thing in trucks and go round the villages with a mobile 
party of three including a doctor and a technician. The 
work might be extended to school population at a later 
date. 

A course in industrial hygiene has been already 
opened in the Institute. The problem of health of 
industrial workers was very many and they had not 


a number of doctors specially trained in that 

They have therefore started a short course of 
three months taking only ten students a year. The 
number of applicants for the training was much more 
however than the Institute could accommodate. 


Another course opened in the Institute was in 
Public Health Engineering. Engineers did not get 
much training in the public health aspect of the subject 
and so the Institute, to remove this deficiency, started 
in 1947-48 to give qualified overseers a three months’ 
training in public health engineering. Next year they 
took in qualified engineers for the course and now they 
were going to give a master’s degree in public health 
engineering, the University conferring the 
degree. 


The Institute has introduced this year, a course 
in dietetics and they hoped that students passing this 
course would be able to utilise their specialised 
knowledge in hospitals, industrial canteens and com- 
munity feeding centres. The institute had also opened 
a course in training of laboratory technicians in which 
not only undergraduates but even qualified doctors were 

In the field of development of effective economic 
and practicable methods of community health admini- 
stration the Institute aimed at developing the health 
administration in rural areas within the economic means 
of the country and were now working on the basis of 
Re. 1 to Rs. 1-8. 


In 1933 the Institute was started with two 
courses, viz., public health and maternity and child 
welfare. Since then five other departments have 
been opened namely, Epidemiology, Microbiology, 
Biochemistry, Nutrition and Physiological hygiene, 
Sanitary engineering and Statistics. The function 
of the Institute was to impart training in public 
health, research in public health with a view to find 
out ways of improving the health of the people and 
community health and development of effective economic 
and applicable methods of community health administra- 
tion, 


COLLEGE OF PHYSICIANS AND SURGEONS 
OF BOMBAY. 


Out of sixteen candidates who appeared at the 
D.G.O, Examination, the following five have passed :— 


Dessai, Venctexa Quessoa Porobo; Gavandalkar, 
Durga Govindrao (Miss) ; Koppiker, Sunanda Laxman 
(Miss) ; Kothari, Anila Vrajlal (Miss) and Parikh, 
Jasvantlal Kalidas. 


Out of seven candidates who appeared at the 
D.C.H. Examination, the following five have passed :— 

Amin, Bhadrubha Vrijbhai; Master, Maki 
Ardeshir (Miss); Merchant, Jagdish Chandulal; 
Pandejee, Maneklal Ganpatlal and Vaishnav, Jagan- 
nathdas Naraindas. 


=a 


» 
i! 
| 
q 


JOUBNAL 
L Ma. 


Out of four candidates who at the 
D.P.B. (Diploma in Pathology and Bacteriolegy) 
Examination, the following one has passed :— 

Shah, Hathichand Hirachand, 


LUCKNOW UNIVERSITY 


The Registrar, Lucknow University, Lucknow 
writes that following candidates have passed in 
the different examinations held in April, 1950. 

in Medical Radiology and Electricity, 
art il. 


1. Bhawani Sankar. 
2. Braj Narain Mehrota. 


B. Diploma in Laryngology and Otology, Part II. 
1. Manchar Lal Bhatia. 
2. Shiv Rattan Virkessar. 
3. Suresh Chandra Rastogi. 
C. T. D. D. Part I. 
1. Girja Shankar Johri. 
2. Gopal Das Agarwal. 
3. Shiva Saram Srivastava. 


WORLD HEALTH ORGANISATION 


A press release from the WHO, Regional Office 
for S.-E. Asia dated May 3, 1950 states: 


The World Health Assembly, supreme body of the 


World Health Organization is to meet for the third 
time on May 8, 1950 in the Palais des Nations, Geneva, 
Switzerland. Health Ministers and top-ranking health 
officials are expected to attend from a large number 
of the 68 countries which have ratified WHO’s Con- 
stitution. Delegates anticipate that the Agenda, which 
contains 59 main items covering the policies, finances 
and present and future programmes of WHO, will not 
be exhausted before the end of May. 


The two previous World Health Assemblies were 
held respectively in Rome (1949) and Geneva (1948). 


The Assembly will consider requests for admission 
to WHO membership from four countries: Indonesia, 
Viet-Nam, Cambodia and Laos. 


Following discussions last September at a meeting 
of the WHO Regional Committee for South-East 
Asia, the Ceylon Government is proposing that 
the South-East Asia Region should have fuller repre- 
sentation on the WHO Executive Board. At present 
only one of the 18 members of the Board is nominated 
by a South-East Asian country. He is the Board’s 
Chairman, Sir A. Lakshmanaswamy Mudaliar, Vice- 
Chancellor of Madras University. 


On the Agenda of the Committee on Administra- 
tion, Finance and Legal Matters, which, with the 
Committee on Programme is expected to shoulder the 
bulk of the Assembly's work, is the question of arrears 
in the payment of member countries’ contributions to 
WHO for 1948, 1949 and 1950. As of April 15th, 
1950, only 84 per cent had ben paid of the total contri- 
butions due to WHO for 1948, 79 per cent for 1949, 
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and 125% per cent for the current year. The Committee 
will consider whether or not to maintain the provisional 
cut of 1,200,000 dollars made by the Executive Board 
in the 1950 budget (originally $7,500,000), and will 
— ie the regular budget estimates of $7,600,000 for 

This Committee will also consider the intimations 
received from seven States that they no longer consider 
themselves Members of WHO and the attitude to 
be adopted by the Assembly in view of the fact that 
the WHO Constitution makes no provision for with- 
drawal. The seven countries are Albania, Burgaria, 
Byelorussian S.S.R., Czechoslovakia, Roumania, 
Ukrainian S.S.R., and U.S.S.R. 


The principal task of the Committee on 
will be to consider and approve proposals for the 1951 
Programme of WHO as submitted to the Assembly 
by the WHO Executive Board. The proposed pro- 
gramme, which is contained in a 280-page printed 
document, will be dealt with under three main heads: 

(1) Central Technical Services, representing func- 
tions inherited by WHO from previous organizations, 
and long recognized as essential to international health 
work. These include services in International Epi- 
demiology and Quarantine, Health Statistics, and the 
Co-ordination of Research ; 

(2) Communicable Diseases, of which there are 
over thirty on WHO's action list; and 

3) Advisory Services of direct assistance to Mem- 

ber Governments in strengthening health administra- 
tions and guiding the expansion of public health services. 


The Committee’s Agenda includes consideration 
of reports from more than twenty WHO Expert 
Committees and Groups on different aspects of 
WHO's programme. 

A four-year plan of work to start in 1952, which 
was drawn up by the WHO Executive Board in 
January, will also be submtted to the Programme Com- 
mittee. Considered of far-reaching importance, the 
four-year plan includes proposals for a broad regionali- 
zation of the Organization's work with thorough 
decentralization of functions. 


India’s delegation to the Third Health Assembly 
will be led by the Minister of Health, Rajkumari Amrit 
Kaur, the value of whose practical and constructive 
contributions to discussions in previous World Health 
Assemblies has been generally recognized. She will be 
accompanied by Dr. K. C. K. E. Raja, Director General 
of Health Services, Dr. C. K. Lakshmanan, Director 
of the All-India Institute of Hygiene and Public Health, 
Calcutta, and Dr. C. V. Ramchandani Assistant Direc- 
tor General of Health. Dr. Raja was a member of 
the WHO Expert Committee on Epidemiology and 
Quarantine which met last December, while in February 
Dr. Lakshmanan attended the first meeting of the 
WHO Expert Committee on Professional and Tech- 
nical Education. 

Sir A. Lakshmanaswamy Mudaliar will also 
attend the Assembly in his capacity of Chairman of 
the WHO Executive Board. 
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The leader of ’s delegation will be The 
Hon'ble S. W. R. D. Bandaranaike, Minister of 
Health. Assisting him wil be Dr. C. T. Williams, As- 
sistant Director of Sanitary Services and Dr. W. A. 
Karunaratne, Medical Officer of Health. 


WHO ANTIBIOTICS PROGRAMME 


A world programme designed to stimulate research 
in the field of antibiotics, and to i the available 
production and distribution of this new group of 
powerful drugs, has been drafted by the WHO Ex- 
pert Committee on Antibioties which held its first 
session in Geneva last month, The experts met under 
the chairmanship of Dr. Ernst B. Chain, F.n.s, of the 
Health Institute, Rome, Italy, co-discoverer of the 
uses, of penicillin, and included Dr. Selman A, Waks- 
man (U.S.A.), discoverer of streptomycin, and leading 
scientists from France, Great Britain and Sweden. 
Dr. S. S, Sokhey, late Director of the Haffkine Insti- 
tute, Bombay, and now Assistant Director General of 
WHO, was also present at the meetings of the Expert 
Committee. 

The more important antibiotics include penicillin, 
streptomycin, chloromycetin, aureomycin, tyrothricin 
and basitracin. Other recently discovered anti-biotics, 
whose potentialities are not yet determined, are nisin, 
neomycin, terramycin, subtilin and esperin. 


As regards the present position in antibiotics 
work, the experts underlined that “such rapid changes 
occur in this field that every effort should be made at 
training scientists and technologists to be able to keep 
abreast of new developments”. 


The best way to increase the potential of anti- 
bioties production, the experts suggested, was to deve- 
lop training facilities for the highly-skilled personnel 
needed and to stimulate basic research in this expand- 
ing and very promising field of science, The World 
Health Organization could best assist, in their opinion, 
by sponsoring research programmes and granting 
long-term research fellowships. 

The Expert Committee recommended that WHO 
make every effort to procure equipment and supplies 
for national governments wishing to develop their own 
antibiotics production and unanimously declared that 
Podbielnak extractors, considered essential for the 
economic production of penicillin, could not in the 
present state of knowledge be used for processes con- 
nected with biological warfare. 


The experts were also of the opinion that WHO 
should organize controlled investigations into the 
therapeutic effects of the new drugs whch have taken 
a prominent place in the treatment of infectious dis- 
eases of man and animals. 

The report of the WHO Expert Committee is 
being submitted to the “Ad Hoc” Committee of WHO 


Executive Board, now meeting in Geneva prior to the 
of the Third World Health on May 
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SIR UPENDRA NATH BRAHMACHARI 


RESEARCH FELLOWSHP 

Applications are invited from medical graduates 
for the above fellowship of the value of Rs. 200/- per 
month for one year at the first instance with provision 
for extension for another year on satisfactory work. 
The candidate will work in the Cardiology Department 
of the Medical College Hospital, Calcutta and will be 
a whole time worker. 

Applications giving an outline of the proposed 
scheme of work should be sent by registered post to 
the Jt. Hony. Secretary, Cardiological Society of India, 
— Street, Calcutta by the 30th of June, 


PHARMACY IN THE UNITED STATES 


The following is excerpted from the rts on 
y in the United States of amnion. aoeaeio’ 
the American Pharmaceutical Association: 
_ Hydrogen lon Concentration and Osmotic Proper- 
ties of Lacrimal Fiwid—There is considerable contro- 
versy in the literature concerning the physico-chemical 
properties of lacrimal fluid. The pH, as normally 
determined, colorimetrically or electrometrically, has 
been reported to have values ranging from 6-3 to 8-6. 
There is also confusion in the literature concerning 
osmotic properties of lacrimal fluid.. In studies con- 
ducted by Mr. Harry W. Hind, practising pharmacist 
of San Francisco, and Dr. Frank M. Goyan, of the 
College of Pharmacy, University of California Medical 
Center, San Francisco, California, the authors conclude 
that the pH of tears is approximately 7-4 and that the 
pH increases very rapidly to a value of 8-2 or higher 
on standing under conditions which permit loss of 
carbon dioxide. The authors also state there is now 
general agreement that tears are isotonic with 0-9 per 
cent sodium chloride and that the value of 1-4 per cent, 
often given, is incorrect. (Journal of the American 
Pharmaceutical Association, Scientific Edition, 38: 
477, 1949.) 

Procaine Penicillin and Sulfonamide Antagonism— 
Prior to the certification of procaine penicillin prepara- 
tions by the United States Food and Drug Administra- 
tion, consideration was given to the possible anta- 
gonistic action of the procaine portion of the molecule 
tor the sulfonamides. On theoretical grounds it was 
decided that the amount of procaine absorbed from the 
usual human dose of the relatively insoluble procaine 
penicillin in oil (300,000 units), would be so small 
that it would not exert any anti-sulfonamide action, 
However, since it was proposed to utilize as much as 
1-5 to 2:4 million units of procaine penicillin in oil 
in a single injection in the treatment of early syphilis, 
it was thought desirable to investigate possible anta- 
gonism. 

Dr. Henry Welch and co-workers of the Anti- 
biotics Division of the United States Food and Drug 
Administration, Washington, D. C., administered one 
and one-half million units (0-62 Gm.) of procaine 
penicillin intramuscularly to each of 36 normal male 
adults. Three hours later samples of blood were 
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collected and immediately analyzed for penicillin con- 
tent and for procaine or its derivatives. It was found 
that a major portion of the procaine was converted to 
N-acetyl-p-aminobenzoic acid. A very small amount 
was converted to N-acetyl procaine while in seven 
instances out of 36 blood samples analyzed, low con- 
centrations of free p-aminobenzoic acid were detected. 
These results indicate that procaine penicillin may be 
administered with sulfadiazine, sulfathiazole, and 
sulfapyridine, but may be antagonistic toward sulfani- 
lamide. (Journal of the American Pharmaceutical 
Association, Scientific Edition, 38: 544, 1949.) 

Importance of Professional Control of Drug Dis- 
tribution—There are obvious reasons why the produc- 
tion and distribution of drugs and medicines should be 
continuously under the supervision of qualified 
professional personnel, states Dr. Robert P. Fischelis, 
Secretary of the American Pharmaceutical Association. 

In an editorial appearing in the Journal of the 
American Pharmaceutical Association, Practical 
Pharmacy Edition (10:596, 1949), Dr. Fischelis 
points out that as soon as the distribution of drugs is 
placed in the hands of persons who are not licensed 
pharmacists or working under the immediate super- 
vision of licensed pharmacists, the public loses the 
protection which the state has endeavoured to 
guarantee. 

Pointing particularly to unfortunate errors which 
creep into the production or packaging of drugs, or the 
unexpected side reactions which sometimes oceur when 
new drugs are marketed, Dr, Fischelis emphasizes that 
in such instances the professional control of drug dis- 
tribution is indispensable. Since the names and 
addresses of licensed pharmacies, physicians’ offices, 
and hospitals are known, it is possible to alert the 
entire medical and pharmaceutical professions when the 
need arises to withdraw drugs from the market. 

Cardiovascular Diseases—‘Diseases of the heart 
and circulation today are our number one public health 

roblem.” This is the statement made by Dr. C. J. 
Van Slyke, Director of the National Heart Institute of 
the United States Public Health Service, in an article 
appearing in the Journal of the American Pharmaceu- 
tical Association, Practical Pharmacy Edition, (10: 
530, 1949). 

The article, “Problems of Heart Diseases,” is 
intended primarily to provide background information 
to United States pharmacists who are participating in 
the continuing health information program conducted 
co-operatively by the American Pharmaceutical Asso- 
ciation and the United States Public Health Service 
Currently, over 15,00 pharmacists are provided witli 
bimonthly informational kits on the subject of cardio- 
vascular diseases. These kits consist of display 
material for tne public and informational material for 
the pharmacist and his staff. The American Heart 
Association is the third sponsor for the current program. 

Dr. Van Slyke points out that although medical 
science has classified more than 20 types of heart 
disease capable of causing death, there are approxt- 
mately 5 types which account for the grim picture. 
Congenital malformation, due to the failure of the heart 
to develop properly during the prenatal period, and 
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rheumatic heart disease, a condition frequently left in 
the wake of rheumatic fever, are the two heart 
conditions encountered in childhood. Syphilitic heart 
disease, while appearing most often in middle age, is 
usually a late result of a syphilitic infection contracted 
in early adult life. 

The remaining two heart conditions of outstand- 
ing importance, Dr. Van Slyke points out, are hyper- 
tension, where prolonged high Blood pressure of an 
unknown origin has affected the heart, and coronary 
arteriosclerosis, a hardening of the nutrient arteries 
supplying the heart. 


Dr. Van Slyke believes that the pharmacist, as 4 
force in his community, can lend his influence and 
assistance in helping to eliminate fear and fatalism in 
connection with heart diseases by informing the public 
of the essential facts known to medical science. By 
urging patrons with symptoms to seek competent 
medical advice, Dr. Van Slyke believes also that the 
pharmacist can be instrumental in guarding individual 
health—U.S.1.S. 


ART THERAPY IN SANATORIA 


How the National Association for the Prevention 


ot Tuberculosis, “believing in the value of art not only 
as a means of individual expression but as one definite 
source of mental and bodily healing,” decided three and 
a half years ago to experiment in organizing practical 
art therapy is described im a recent letter to ihe Times 
trom the Social Weliare Secretary of the Association. 
from humble beginnings—regular art competitions and 
teaching by correspondence courses and by personal 
visits irom art teachers were introduced into some 
eight sanatoria—the endeavour has grown under the 
guidance of Mr. Sam Spencer, a well-known artist, 
until it now covers 120 sanatoria extending irom the 
north of Scotland to Cornwall. Art competitions are 
held at least six umes a year, and interest has become 
so keen that 140 patients, either discharged irom 
sanatoria or awaiting admittance to one, are also parti- 
cipating in the scheme. During the past three and a 
half years, a panel of 12 artists have paid 400 visits to 
sanatoria; and the conviction is expressed that the 
work will be extended still further. Countries as far 
apart as Malaya, Fiji, Australia and Trinidad have 
shown an interest in the idea. One scheme in opera- 
tion at a sanatorium in Victoria, Australia, is based on 
the suggestions of the Society made when the medical 
superintendent visited this country. Outlining the 
conclusions reached after this period of operation, the 
Social Welfare Secretary writes: “(1) In spite of 
some initial scepticism, the authorities now realize the 
value of art as a factor in the arrest of tuberculosis. 
(2) In patients of all ages and both sexes it satisfies 
some deep creative impulse, especially among those 
who are not aitracted by handicrafts. (3) The scheme 
does not claim to teach art or train commercial artists ; 
nevertheless a handful of really talented patients have 
discovered their own gifts through this opportunity, 
and some of them have won scholarships to schools of 
art.” —J. Roy. Inst. Pub. Health & Hyg., 123251, 
1949, 
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CORRESPONDENCE 
The Editor is not responsible for any views 
expressed by contributors 


DOCTOR'S DRESS 


Sir,—This is an interesting topic that is being 
discussed in the J.I.M.A. recently, and as Dr. Chowhan 
has dealt with the subject rather extensively in the 
January issue and has invited comments from the 
profession, I feel that I should offer my opinions on 
the matter, 

The first question that naturally arises on a dis- 
passionate consideration of the subject is whether there 
is any imperative necessity for a dress reform at the 
present moment, especially when the profession itself 
is not yet unified on a national basis, and various 
“pathies” and “systems” are vieing with one another 
for recognition and striving for supremacy, not so 
much on their inherent excellence, but on other pleas 
like patriotism and tradition. 

The next question, is as to what is wrong with 
the fairly common dress that is worn by a medical man 
who professes what is called the modern or scientific 
system of the medicine? 

As regards the letter of Dr. Chowhan, he seems 
to have mixed up two subjects under one head, viz., 
the matter of dress reform, and the problem of profes- 
sional ethics as regards the exhibition of medical 
armamentarium like the stethoscope, with a view to 
advertisement. The latter problem stands on a 
definitely different footing. But the arguments cffered 
ky Dr. Chowhan seems to be rather confused, as he 
puts in a plea for a badge, or an armband to be used 
by the doctors, so that they may be recognised as 
medical men in a heterogenous crowd. Here, there 
seems to be an implied craving for advertisement, 
though he rightly emphasises that it must be the duty 
of a doctor honourably coming forward and offering 
his services without being requested. However, most 
of the modern medical men prefer to carry their 
stethoscopes in the emergency bag or a separate leather 
pouch, especially as they do not like to spoil the shape 
and neatness of their coat pockets. 

As far as advertisement is concerned even in the 
western countries, where professional ethics is believed 
to be strictly observed, those who want vicarious adver- 
tisement, take to various ingenious methods to gain 
their ends without coming into the pale of the law. 
Just to cite an example, a doctor, bent on advertisement 
visits a popular cinema show, and when the show is 
on, gets a friend or accomplice to get slide intervened 
by the management, saying that Dr. X. Y. Z. is wanted 
urgently to attend an emergency case. The manage- 
ment immediately puts the lights on, momentarily, so 
that Dr. X. Y. Z. can easily go out under the admiring 
gaze of the public, in the bright light of the auditorium. 
So, within tolerable limits, professional ethics should 
rather be left to the good sense of the doctor himself, 
instead of legislating about it. 

Now coming to the question of dress: Twurben as a 
head dress—A modern doctor has usually a cropped head, 
and rarely wears any head dress when he is inside a 


hospital, consulting room, or when he is doing his duty 
rounds in the wards. When conducting any opera- 
tion, he is obliged to wear the modified “Gandhi Cap” 
when he goes about in the streets, he usually uses a car 
or some other vehicle, and he prefers to sit without 2 
head dress or usually wears a hat. The turban may 
conform to the Indian tradition, but as far as a medical 
man is concerned there is not much to commend it, 
except, as my professor of midwifery used to say, 
that the long and thin turban cloth can be boiled and 
used in the place of the plugging gauze, in the absence 
of the realstuff, when dealing with an emergency case 
of profuse hemorrhage in placenta previa or in P.P.H., 
in an out of the way place. 

The Bush coat—Dr. Chowhan advocates this 
garment as of par excellance for universal use, as a 
uniform for the medical profession, Now, the ques- 
tion is, how does this differ from the ordinary coat 
that is usually worn by a medical man? The common 
coat has multiple pockets, which can house al] the 
minor armamentarium of the profession, like the 
thermometer, the pencil torch, the knee-percussor, the 
measuring tape etc. Except that the bush coat is the 
fashionable garment of the day, there is not much to 
admire in it, which is not available in the former. As 
a uniform dress for the medical profession it is a defi- 
nite wash out. As we go along any busy strect in 4 
city, we find every other man from the unemployed 
youngster (who is anxious to hide the absence of a 
clean shirt), to the opulent business man, not to men- 
tion the ubiquitous Sindhi evacuee, sports a bush coat 
of varying fancy material and value. How is the 
medical profession going to prevent these people from 
wearing this apparel when we adopt it as our special 
uniform dress? After all is said and done, the two 
coats are so much alike in their utility, that a “Brutus 
can raise a ghost as well as Caesar”. 

The Pyjama, Kurta ete—The same arguments 
may be adduced for common trousers, as against the 
pyjama as above. One is of thin material likely to 
go out of shape and look shabby soon, whereas the 
other is usually of thicker stuff, and likely to keep its 
shape and crease for a longer time. 

Now to sum up, considering the pros and cons 
for the suggestion of dress reform, I suggest that the 
matter should be left-to the good sense of the medical 
man himself, instead of making any attempts as regi- 
mentation. How far a uniformity in dress is going to 
help the progress of the profession or the ethics, there- 
of, is a very moot point. What is the advantage of 
dress uniformity when the professional ethics, the skill, 
or the intelligence of the person inside the stereotyped 
dress is so variable and often so deplorable? Is it of 
any benefit to the country as a whole, or even the 
medical profession itself, if all the alumni of the pro- 
fession should parade themselves in a uniform attire 
with an armband, an insignia or a badge like the noto- 
rious Kuklux Klan of America? 

It is often stated that a medical student learns 
to be a dandy even before he knows how to dissect 2 
human body. In comparison with the students of 
other professional colleges and arts colleges the 
medical student is a well dressed and stylish gentleman. 
The dress of a medical man should be (and usually is) 
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clean, neat, attractive and convenient to the occasion. 
As regards the type of dress, it is best to leave it 
entirely to the good sense of the doctor himself. 


A grateful patient, when he describes a good 
doctor, does not admire his dress, or appreciate his 
kindness of heart or his intelligence, but simply says 
“unke Hathme Shaffa Hai”. I am, etc. 


1-2-50. S. R. MANEL, M.B.B.s., 
Bangalore 


* 


Sir,—I have just perused the letter of Dr. J. S. 
Chowhan and I am sending my comments as desired: 


Dr. Ramarao and Dr. Chowhan have stated what 
should be the dress of a doctor but I should say what 
should be the uniform of a Bengalee practising physi- 
cian of different systems of treatment. A physician's 
dress should be as simple as practicable on the principle 
of plain living and high thinking and it should commend 
a respect just as Vidyasagar could have in his days. 


A plain Dhoti, a white “neema” to cover all parts 
from the neck to buttock and these should be specially 
made—Vidyasagaris—which can be used to cover the 
body or head as turban for protection of body from 
heat and cold all over the seasons. A pair of slippers 
or ‘Binama’ will suffice to become a venerable gentle- 
man. But he should have a decent canvas bag to 
keep stethoscope and other instruments. The name of 
the physician should be there, for his identification. 
This must be a suitable dress and in case of necessity 
first-aid may be given with “Bidyasagar”—I should 
invite all our Bengal medical practitioners to introduce 
this system of dress by all means. 


I completely agree with Dr. Chowhan to his pro- 
posal of not hanging stethoscope as our young friends 
are often tempted to do, as it makes him awkard 
and inferior at the first sight, so he can’t command 
respect from the people and is certainly ridiculed by 
the educated public. 


The “Kortha” should be used also as “Kacha” 
which will give one protection to the scrotum and this 
will make one more smart and tidy while walking and 
attending to patients. 


A heart specialist friend of mine, carelessly 
suggested to me that if a doctor wear “Pant and Coat” 
he may canvas for such a practitioner. This young 
man might have some hobby for such European costume 
which should be discarded by all men in Free India 
while everybody should introduce his own national 
dress by all means. 


As regards medical ethics, I am sorry most of us 
have no respect for any such thing so we lower our- 
selves in the estimation of lay public. We should 
thus be careful for our own guidance. 


As regards professional discipline in general, we 
regret we have rarely any sense of discipline and not 
to speak of the profession. So members of all branches 
of 1.M.A. will be pleased to organise discipline at every 
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stage of our standing with one another and with the 
public.—I am, ete., 

4-2-50. A. K. Sarcar, M.B., D.P.H. 
Nabadwip, West Bengal. 


SOCIETY FOR RELIEF OF WIDOWS AND 
ORPHANS OF MEDICAL MEN 


Sir,—In India there are a large number of orphans 
and widows of the medical men. Many of them, though 
one time they might have seen better days, may not 
be in a position to make both their ends meet easily 
at present. The education of a number of orphans is 
being neglected for want of funds. Are there any funds 
to help these orphans and widows? If so, can you 
mention any? If not, may I request the members of 
the medical profession to come forward with the idea 
of forming a society for relief of widows and orphans 
of the medical men, 

I think it is a high time to organize a society like 
this. I am, ete. 

K. D. Suan, M.B.B.8, 
19.3-1950. 
Rank Road, Baroda. 


COMMON BASIC DIET FOR INDIANS 


Sir—May I draw your kind attention to the’ 


British Medical Association's Nutrition Committee's 
Report published in B.M.J, to-day under the caption 
“Adequacy of the National Diet”. 


It is high time that the Indian Medical Association 
should form such a committee with the technical help 
of the Nutrition Adviser, Government of India to plan 
a cheap and adequate common basic diet for Indians 


It is essential that required calories should be 
worked out in India for children, men on light work, 
men on heavy work, women on medium work and for 
pregnant women in the second half and it is imperative 
to plan the diet which should contain adequate amount 
of protein, iron, calcium, vitamin A, vitamin D, vitamin 
B complex, vitamin C and iodine. If such a diet is 
planned for the whole of India then the habits of eating 
a large quantity of food by some will also be changed 
and demand for a particular foodstuff at certain part 
of India will not be acute. Balanced diet gives bright 
health. 


Clinical assessment and finding out a cheap, whole- 
some and adequate dietary requirement is very im- 
portant to build up nation’s health, 

Side by side with the “Grow more food” campaign 
by the Centre the consciousness of adequate and scientific 
dietary should also have its place. Through the 
radio, cinema, schools, colleges and the like people 
should be made conscious of wholesome balanced mixed 
diet of an amount which should supply the caloric 
requirement and should not increase the bulk of con- 
sumer. The Indian Mediial Assoiiation should set up 
such committees at every branch in different states and 
even in villages to work under expert supervision and 
advice.—I am etc., 

K. D. Laniet, (LonD.) 
4-3-1950. 
Edinburgh, 
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CURRENT MEDICAL LITERATURE 
TUBERCULOSIS OF THE TRACHEA AND MAJOR BRONCHI 


Ousen and Hinsnaw (4m, Rev. Tubd., 60:32, 1949) of 
the Mayo Clinic point gut that tracheobronchial tuberculosis 
is now recognized as a frequent complication of pulmonary 
tuberculosis and is a serious problem which significantly alters 
the prognosis of the pulmonary disease. 


Bronchoscopic examination is essential to the diagnosis 
of tracheobronchial tuberculosis and ideally should be per- 
formed on all patients admitted to sanitariums because of tuber- 
culosis, 


Preliminary reports of the treatment of tuberculous 
ulceration of the trachea and major bronchi with streptomycin 
have been most encouraging. Ulcers of the larynx and tracheo- 
bronchial tree were reported to have healed with amazing 
rapidity in the few cases in which such treatment was carried 
out. It was feared that results would be less dramatic when 
a larger series of patients were treated with streptomycin. 
The experience of the Veterans Administration, however, has 
amply confirmed the earlier impression that ulceration of the 
larynx, trachea, and major bronchi responds most satisfactorily 
to treatment with streptomycin. The report from the Veterans 
Administration stated that the ulcers of all of the 81 patients 
treated had healed, 


The question of the permanence of cure in cases of ulcera- 
tion of the tracheo-bronchial tree is a matter of great import- 
ance. The Veterans Administration reported only one recur- 
rence in a series of 81 cases. 


In this paper the authors describe the results in three 
of the earliest cases of tracheal and bronchial ulceration in 
which treatment with streptomycin was employed at the Mayo 
Clinic. These patients have remained under close observation 
for from one and one-half to three years since treatment was 


completed. 


The three cases reported demonstrate the prompt and 
apparently permanent healing of ulcerative tuberculosis of the 
trachea and bronchi which would never have been anticipated 
with any previous method of treatment. There has been no 
recurrence of disease in these patients during the interval cf 
one and one-half to three years of observation since healing 
was achieved. These cases were unique in that the parenchy- 
mal pulmonary tuberculosis in each was relatively minor as 
compared with the extensive and serious tracheobronchial 
lesions. It is obvious that antibacterial therapy could have 
no effect on fibrotic stenosis of the trachea and bronchi. Yet, 
when the ulcerating mucosal lesions healed in these cases, 
there was much less stenosis than was anticipated, and pul- 
monary resection which had been considered was unnecessary. 

Equally dramatic results have been observed in three 
additional cases. Two of these patients had had thoracoplasty 
previously for extensive parenchymal disease but bronchial 
ulceration had persisted and probably had progressed. Prompt 
healing of the bronchial ulceration was observed after treatment 
with streptomycin but considerable fibrotic stenosis persisted. 
Cultures of the sputum and of gastric contents obtained dur- 
ing fasting were converted from “positive” to “negative” in 
both cases. The third patient responded favorably to treat- 
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ment for tuberculous disease involving the mucosa of the left 


main bronchus with extensive ulceration and narrowing but 


eventually required left pneumonectomy. 


The use of streptomycin has apparently reduced the danger 
of bronchoscopic manipulation and biopsy in the presence of 
tuberculosis. The authors no longer hesitate to remove granu- 
lation tissue from the trachea or bronchi, take specimens 
for biopsy, or dilate stenotic bronchi of tuberculous patients, 
In fact, the removal of obstructing tissue is often apparently 
essential to the complete treatment of such lesions. 


The present trend in streptomycin therapy for tuberculosis 
is toward reduction in dosage. The present practice of the 
authors in the treatment of tracheobronchial tuberculosis is 
to administer 1 Gm. of streptomycin daily in two equally 
divided doses at twelve hour intervals or at a single injection. 
Even smaller doses may prove to be adequate. The parenteral 
method of administration is far more effective than the zxrosol 
method alone in the treatment of these lesions. There is some 
evidence to indicate that combind therapy may be more rapidly 
effective than injection therapy only. If zxrosol therapy is 
to be used, it is recommended that 0-5 to 1:0 Gm. of 
streptomycin be given daily in a concentration of 100 mg. per 
c.c. of physiologic sait solution. 


‘The same toxic reactions which have been observed in 
most patients treated with streptomycin for any period of 
time were observed in this group of patients who had tracheo- 
bronchial lesions. Vestibular complications were frequent and 
were troublesome in some of the early cases but should be 
much less in future cases in which smaller doses of strepto- 
mycin will be used. \ 


The excellent results obtained in cases of tracheobronchial 
tuberculosis have gone a long way toward establishing the 
efficacy of streptomycin in the treatment of tuberculosis. The 
introduction of streptomycin therapy has changed the attitude 
of the medical profession toward tuberculosis of the tracheo- 
bronchial tree. What was previously regarded as a most 
serious complication is now shown to be amenable to therapy. 
Early and accurate diagnosis of tracheobronchial tuberculosis 
becomes of great importance now that an effective therapeutic 
procedure is available —U.S.A. News Letter. 


A Concentration Metnop or Tusercie Sputum 

Oxapa (Tohoku J. Exper. Med. §1:1, 1949) writes 
that he has contrived a method of concentration by which he 
can produce a good result without any high speed centrifuger 
or other equipment. That is to say, it is a method that one 
takes sputum in a evaporating-dish and heats and condenses 
it. The method is quite convenient and practicable to any 
general medical practitioner. 


Thus, by this method, he can condense the sputum to 
1/5-1|15 size of the original. Among the 16 experiments of 
the negative sputum he could find the bacilli in 10 examples; 
among 6 examples in which the bacilli could be seen only 
by culture, the existence of the bacilli could be testified in 3 
examples. 

In this method, the fixation and dyeing the smeared 


sputum is quite the same as the preparation of ordinary 
specimen 
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Dmecr Raptotocic DIAGNOsIs or TRACHEOBRONCHIAL 
TUBERCULOSIS 


Tarra (Gas. Med. Portuguesa, 1-431, 1948, Ref. Radio- 
logy 83:447, 1949) discusses the problem of the radiologic 
diagnosis of tracheobronchial tuberculosis. Tomography was 
found of considerable value, especially when bronchoscopy was 
contraindicated or when the lesions could not be visualized. 
The diagnosis in most cases was confirmed by bronchoscopy. 


After describing the normal tracheobronchial tree, the 
author analyses the alterations which lead to the tomographic 
diagnosis of tracheal and bronchial lesions. These alterations 
are as follows: 

1. Changes in the bronchial caliber 

Homogeneous stenosis 
Stenosis with sinuous contour 
“Wasp-waisted” stenosis 
Funnel stenosis. 
Changes in the ronchial contour 
Changes in the bronchial contour 
Localized waving, giving a mammillated image 
Serrated contour. 
3. Demonstration of hilar bronchi, normally invisible 
4. Ampullar dilatation of the first bifurcation 
5. Alteration of the tracheal contour 
6. 


Appearance of calcified lesions on the tracheobronchial 


wall, 
Earty Roentcsn Recocnition or Lower Lose TuBercuosis 

Ostrum anp Serner (Radiology 53:42, 1949) write that 
pulmonary tuberculosis originating in the lower lobe is generally 
considered uncommon because (a) most cases are discovered 
late, when spread to the rest of the lungs has already occurred, 
and (b) the midlung or “perihilar” infiltration is not recog- 
nized as actually lying in the upper portion of the lower lobe. 
If the disease were discovered earlier and a film taken in the 
lateral position, the reported incidence would be markedly 
increased. 

Ten cases of lower-lobe tuberculosis have been reported. 
While this series is not suitable for statistical analysis, 
it shows, like those of previous investigators, that this disease 
occurs predominantly in young women. The extraordinarily 
high incidence in nurses, reported by others, is also confirmed. 

The most frequent site of the early lesion is in the apex 
or subapex of the lower lobe. On the routine chests film this 
produces characteristic transverse lines of infiltration which 
extend from the hilus toward the periphery or may be limited 
to the middle or peripheral portion of the lung at or just 
below the level of the hilus. The transverse position of these 
lines, as well as their beaded or finely nodular appearance, 
make it possible in many cases to distinguish them from normal 
bronchovascular markings and other infiltrative processes. 
It is at this stage that the diagnosis should be made and con- 
firmation sought from clinician and pathologist, before massive 
consolidation, cavitation, and spread have occurred. 


Srrerromycin HuMAN TUBERCULOSIS 


KARANCHANDANI AND oTHeRs (Lancet 2:886, 1949) of 
Government Wellesley Tuberculosis Sanatorium, Bellary, South 


India, write: 
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47 cases of tuberculosis treated with streptomycin are 
analysed. These cases were separated into siix groups: group 
I exudative, group I] pneumonic, group IIT fibrocaseous, group 
IV intestinal, group V pleural in addition to pulmonary, group 
VI miliary—(1) acute, and (2) chronic. 

Of 27 cases in group I, 11 gave a favourable response; 
of 4 in group II, 2; of 3 in group ITI, none; of 5 in group TV, 
5; of 4 in group V, 3; of 1 in group VI(1), 1; and of 3 in 
group VI(2), 2 

The shortest period of observation was 6 months and the 
longest 17 months. 

Cases less advanced than IIIC responded most favourably, 
women better than men, and the age-group 14-25 came out 
best. 

Case-records of illustrative cases are given, and a ques- 
tionary set before the investigation is answered. 

Administration of streptomycin other than institutional, 
or other than by experts, is deprecated. 


Srrerromyctn tN Tupercutous Stwuses 


Davis (Lancet, 2:982, 1949) writes that systemic strep- 
tomycin therapy has been given to 1! patients with 26 draining 
cutaneous tuberculous sinuses, which in § cases originated in 
bone and in 3 followed thoracoplastry, in 2 nephrectomy, and 
in 1 Monaldi drainage. 

This treatment has a definite value for sinuses developing 
in the thoracoplasty or abdominal wounds of tuberculous 
origin, and the response of sinuses originating in bone is 
dramatic. 

A plea is made for the treatment of tuberculous abscesses 
by early drainage under streptomycin cover, but further 
experience will be necessary to determine the best time for such 
drainage. 


THORACOPLASTY FOR TUBERCULOSIS 


Wu (Chinese MJ., 67 :476,-1949), basing on a review 
of recent literature and their observations in the series of 
125 operations on 55 patients, gives the following conclusions: 

Thoracoplasty is an efficacious type of treatment for 
selected cases of advanced pulmonary tuberculosis. It offers 
a 60 per cent chance of clinical cure and a 75 per cent chance 
of a satisfactory result. 

Thoracoplasty is a safe procedure, with an immediate 
mortality rate which should be less than 5 per cent by number 
of patients and less than 3 per cent by number of operations, 

This procedure should be carried out much more frequently 
than now is the case in China. The general medical profes- 
sion and the public need to be more thoroughly informed on 
this subject. 

The following types of patients are considered to be suit- 
able for thoracoplasty: (A) Those with predominately uni- 
lateral far advanced lesions with cavitation and fibrosis, in 
which there is little hope for recovery of the respiratory 
function of the lung tissue even after the tuberculosis had 
healed. Thoracoplasty should be done as a primary procedure 
in such cases. (B) All cases considered suitable for 
pneumothorax but in which the latter proves to be unsuccess- 
ful or unsatisfactory. Or during the course of pneumothorax 
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therapy, when impending empyema, atelectasis or unexpandable 
lung develops. (C) Tuberculous empyema. (D) Extensive 
pulmonary fibrosis, pleural thickening and marked mediastinal 
shift. Thoracoplasty is indicated even when the pulmonary 
tuberculosis is no longer clinically active. 

Tlwracoplasty is to be avoided in the following types of 
cases: (A) Relatively fresh exudative lesions. (B) Hopqess 
bilateral advanced lesions. (C) Lesions in patients with 
serious cardio-respiratory disease, such as cardiac disorders 
with border-line decompensation, bronchial asthma or marked 
pulmonary emphysema. (D) Lower lobe cavity (resection is 
indicated) and (E) Tuberculous bronchiectasis. 


Reactions To Para-Amino-Saticytic 


anp Carr (Proc. Staff Meet. Mayo Clin, 
24 :539, 1949) reported four cases in which cutaneous evidences 
of untoward reaction developed after administration of pava- 
aminosalicylic acid. Three patients had a diffuse generalized 
scarlatiniform type of dermatitis medicamentosa while 1 patient 
exhibited a fixed-drug eruption involving the penis. The re- 
actions were accompanied by fever in 2 cases. 


Graves’ 


Reap (Radiology, 82 :557, 1949) in analysing the results 
of a twenty-four year follow-up of cases receiving roentgen 
therapy writes that roentgen irradiation serves as a helpful 
adjunct in the non-surgical management of Graves’ disease by 
suppressing the function of, and even destroying thyroid tissue. 
In so far as the thyroid participates in the pathologic physiology 
of this disease, irradiation will accomplish the same result 
as surgery. There is no mortality per se, as the treatment 
is unattended by any of the objectionable features, hazards, 
and postoperative complications and sequele of thyroidectomy. 

The long-term results of roentgen irradiation are as 
satisfactory as those of surgery in terms of ultimate cure and 
attainment of life expectancy. This will also probably prove 
true of irradiation with radioactive isotopes of iodine, whose 
action is so similar clinically and which produce the same 
histologic changes in the thyroid gland. 


TeeaTMeENt or Acute LuKAgMIA with Fourc Acip 
ANTAGONISTS 


Stickney orHers (Proc. Staff Meet Mayo Clin., 
24:525, 1949) write that aminopterin and a-methopterin used 
in the treatment of patients having acute leukemia have pro- 
duced complete remission lasting up to four months in cases 
of § of 21 children and 3 of 33 adults. No remissions have 
been maintained indefinitely and all of the patiients who are 
still living are now suffering from relapses. These results, 
although discouraging, are better than those previously obtained 
with other therapeutic agents. 

With but few exceptions aminopterin has been used. 
A-methopterin (4-aminomethylpteroylglutamic acid) has been 
tried, but clinical and experimental results indicated that it 
was less potent and no less toxic in effective doses. The 
diagnosis of acute leukemia was established by examination 
of the blood and marrow. In general the plan of treatment 
has been to administer 1 mg. of aminopterin intramuscularly 
or orally every day until toxic manifestations appear. When- 
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ever possible use of smaller doses of the drug has been 
continued as long as the condition of the patient permitted. 
Transfusions of blood have been given for severe anzmia 
or hemorrhage and antibiotics have been used in the presence 
of infection or severe leukopenia. 


When a favourable response has occurred the degree of 
immaturity in the blood and marrow has decreased. Normal 
peripheral blood has been observed, but the authors have not 
seen completely normal bone marrow. High counts for 
leukocytes fall rapidly in some instances. The haemoglobin 
and the number of erythrocytes may return to normal and 
the platelets may increase in number. At the time of the 
most marked regeneration of erythrocytes, megaloblasts may 
be seen in the blood and marrow. When the clinical condi- 
tion of the patient improves, there may be a decrease in the 
size of the spleen and nodes, a lessening of the pain and 
swelling in leukemic arthritis and roentgenographic evidence 
of a decrease in the leukemic involvment of bone. 


The toxic symptoms produced by aminopterin which the 
authors encountered have been similar to those reported by 
others. The commonest symptom has been stomatitis with 
one or many painful shallow ulcerating lesions in the oral 
and pharyngeal mucosa. A rather diffuse enteritis may occur 
with abdominal distention and bloody diarrhea. Neither of 
these is dependent on severe leukopenia, although frequently 
leukopenia and thrombocytopenia of severe degree may coexist. 
All of these reactions frequently may be severe enough to 
make it necessary to stop use of the drug. Alopecia is less 
common and peculiarly the hair may grow back even though 
administration of the drug is continued. Deafness without 
vertigo, which cleared promptly when use of aminopterin 
was stopped, was observed three times. One instance of a 
hemorrhagic rash simulating that of erythema multiforme was 
encountered. 


SypHiuitic PrecNant Woman 


Tucker (Am. J. Med. Sc., 217:157, 1949) writes that 
twenty-three white and 126 negro women, with primary or 
secondary syphilis and who were pregnant, were given 0-6 
to § million units of penicillin, intramuscularly, every two 
to three hours from seven to fifteen days, at the John Hopkins 
Hospital. Three quarters of the patients were treated after 
the fourth month of gestation. There were two abortions, 
both considered to be due to causes other than syphilis or 
the administration of the penicillin. All the 16 premature 
infants survived, though one died of sickle cell anemia shortly 
after birth; 32 per cent of the live infants showed positive 
reactions of the cord blood. In some cases, the titre took 
an exceptionally long time to become negative, the longest 
being 121 days after delivery. This child had negative roent- 
genograms of the long bones and has remained clinically 
well throughout the first year of life without any antisyphilitic 
treatment. 


It made no difference at what stage of pregancy penicillin 
was given, as far as the results were concerned. Penicillin 
is the treatment of choice for the syphilitic pregnant woman. 
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ASSOCIATION NOTES 


THIRD ORISSA PROVINCIAL MEDICAL 
CONFERENCE, CUTTACK 


The Third Orissa Provincial Medical Conference was 
held on the Sth, 6th and 7th November, 1949 at Cuttack 
Dr. Gopal Chandra Pattanayak, M.B.B.S., 0.6.0. L.M., DRCOG. 
Civil Surgeon, Kalahandi, presiding: 

The following are excerpts from the Presidential Address 
delivered by Dr. Pattanayak : 

Whatever be the method of, 
expression, a society claiming it- 
self to be civilised, cultured and 
progressive is expected to orga- 
nise and make available to the 
members, certain fundamental 
necessities of civilised life. These 
include 

1. Provision of a balanced 
diet to every body. 

2. Provision of adequate 
hygienic housing accommodation 
to every family—the primary 
unit of social aggregation. 

3. Provision of clothing for 
every body adequate and suitable 
according to climate and pro- 
fession. 

4. Provision of basic educa- 
tion for every individual. 


5. Provision of a positive 
health service to all. 

These five fundamental neces- 
sities of a civilised human life 
constitute the five fundamental 
rights of citizenship. Their pro- 
vision, their fulfilment brooks no 
delay. They form the basis of 
the present day conception of a 
civilised life. They are the irre- 


society being an integrated whole, . 
planning for the whole society must be comprehensive and all 
inclusive. None of these five fundamental requirements can 
be planned and worked for in isolation from others. But 
the task of a comprehensive and all inclusive social planning 
is not the work of one man nor of one group of men. It 
requires the combined efforts of all classes and all interests 
of the social life. We in India are still in the state of planning 
and that itself has mot gone far ahead yet. 


CALCUTTA 


De G. C. Parranayak 
ducible minimum demands. The = president, 111 Orissa Provincial Medical Conference 


June, 1950 


After making a comprehensive survey of health conditions 
and health services of India, Great Britain, U.S.A. and 
U.S.S.R., he said: 


The modern trend of Health Organisation of the world 
is towards the provision by the State of as complete a health 
service as possible and inclusion within its scope, of the 
largest possible proportion of the community. The need for 
assuring distribution of medical benefits to all, irrespective of 
their ability to pay has also received recognition. 

Another. new trend of modern medicine is the emergence 
of what is known as “social 
medicine”. Disease is no longer 
considered in the narrow view of 
pathological changes of tissues 
of microbial and other specific 
origin. These may be after all 
secondaries. The primary causes 
of disease are sought in the 
social, economic, and environ- 
mental factors. These factors do 
play equally important if not the 
primary part in the production of 
sickness. In various British and 
American Universities, Chairs of 
Social Medicine have been estab- 
lished in recent years and a 
systematic study Mas been under- 
taken. In the words of the 
Oxford Professor of Social 
Medicine, John A Ryle, “socio 
medical survey, that is to say, 
the combined social and clinical 
study of community health and 
sickness, often with special nutri- 
tional and economic assessments 
and careful sampling and con- 
trols” has now been accepted by 
the enlightened scientific world 
as the correct method of approach 
to the problem of health and 
disease. 

Present State of Affairs—Iin 
spite of all that has been 
achieved in improving the health condition and health services 
in the country medical relief hardly reaches the masses in 
India. All the bigger State hospitals and institutions are 
situated in the larger cities. The private medical practi- 
tioners are concentrated in the urban areas. The State- 
managed dispensaries in the rural areas are few and far 
between. The available bed strength of hospital accommoda- 
tion in India works out to be approximately 0-24 bed per 
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1,000 population where as it is 7-14 in England and Wales 
and 10-45 in U.S.A. The ration of doctors to the population 
in India is 1 for 7,000 whereas in England it is 1 for 1,000. 
The position in regard to the nurses, midWives pharmacists, 
oculists, dentists is still very mugh warse. Quite a good 
number of people still take to the indigenous Ayurvedic and 
Unani systems of treatment and to Homoeopathy which have 
been introduced into the country from abroad. 

Efforts Towards Advance—The Indian Medical Associa- 
tion a non-official body established in 1928 represents the entire 
body of registered medical practitioners ir India of all classes 
namely State employees, employees of private bodies and 
private practitioners. It has been voicing the legitimate 
aspirations of the medical profession and it has been fighting 
for safeguarding the interests of the profession. At the same 
time it has been pressing on the vartovs authorities of the 
State for the modernisation of health organisation of the 
country. It has been pressing for the liberalisation of the 
outlook of the Health administrators both professional and 
non-professional. It was mainly due to this persistent demand 
of progressive medical opinion aided by the enlightened 
public opinion in the country that the Governmient of India 
appointed during the War time the Health Survey and 
Development Committee popularly known as the Bhore Com- 
mittee under the able chairmanship Sir Joseph Bhore. 
The Committee contained some of the best medical talents in 
India intimately associated with the I.M.A. and Health 
administration of the country and also leaders of public 
opinion. After long country-wide tours and local studies and 
investigations and interviewing a large number of illustrious 
witnesses from the country and abroad, the Committee pro- 
duced a voluminous report and made many farreaching and 
revolutionary recommendations. 


In brief their recommendations are :— 


1, Integration of preventive and curative functions into 
one composite and comprehensive service. 

2. Provigon of free medical services to all without 
distinction. 

3. Provision of a wholetime salaried service. 

4. Prohibition of private practice by the wholetime 
salaried doctors and provision of adequate emoluments for the 
wholetime medical workers. 

5. Employment of part-time doctors where possible and 
necessary 

6. Maintenance of the principle of freedom of choice of 
the doctor by the patients. 

Public Health is recognised by every body to be the 
State’s responsibility. Overemphasis on Public Health and 
environmental hygiene on which Public Health was based is 
essentially a nineteenth century idea. Importance of environ- 
mental hygiene cannot be minimised but at the same time, the 
role the individual patient plays and the danger the commu 
nity is exposed to through dissemination of disease from the 
individual and the vitiation of the environment from this 
source have all been realised in recent vears. Public Health 
has, therefore, progressively included within its scope such 
items as— 

(i) “control of community infections, 
(ii) “education of the individua’ ir, the principles of 
personal hygiene, 
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(ii) “the organisation of medical and sursing service for 
early. diagnosis and preventive treatment of 
disease, 

(iv) “development of social machinery which insures to 
évery individudl a standard of adequate 


for the miaintenance of health, 
(v) “organising these benefits ir such fashion as to 
enable every citizen to realise his birth-rights of 

health and longevity”. 
(C. E. A. Winslow, The United Fields of Health, Modern 
Medicine, March, 1920, 2:3—Practitioner’s Library Vol. XII) 


Progressive medical opinion in India and elsewhere has 
been clamouring for and the Bhore Committee have definitely 
recommended the integration of these two branches of Health 
service namely combination of the functions of prevention and 
cure in the same organisation and in the same individuals. 
As already stated Public Health is and should always be 
under state control. Public Health in the modern conception 
includes also the curative service to the individuals. It 
follows, therefore, the whole Health Service with preventive 
and curative medicine and with the anciliary services integrated 
in it should also be under s@cial control. Socialisation, there- 
fore, is inevitable outcome of the modern conception of a 
comprehensive national health service scheme. 


A Scheme of Socialised Rural Healih Service—in the 
present set up of things socialised hea'th service should spread 
itself in the rural areas yet untouched by any medical relief 
in any shape or form. The need for such service is greatest 
in the villages and all State efforts way profitably be con- 
centrated there. The ideology of Mahatma Gandhi is sought 
to be realised in the provisions of the Orissa Gram Panchayat 
Act. Grama Sabhas are being constituted in villages having 
a population of 1500 or more and in groups of contiguous 
villages having a total population of 1000 or more. Several 
Grama Sabhas may be combined for the purpose of establish- 
ing and maintaining institutions of common interest. 


Village School, the Health Nucleus—It is supposed that 
every Grama Sabha will have its own primary school which 
is bound to play a very important part in the Gram Sabha 
policy. The school master will serve many useful purposes 
besides his usual role of an educator. The main and more 
useful work of the village school master would however be 
preventive rather than curative. Health education both to the 
school going children and to the adults imparted by the school 
master will help to arouse a health cunsciousness among the 
rural people and serve to inculcate the knowledge about 
personal hygiene, community sanitation and to maintain good 
health. In addition to these, First Aid should form the most 
important work of the village school master. This will be 
necessary in the day to day life of the village community and 
this will be most appreciated by the villagers. A health 
nucleus may be formed to help the village school master. 
This will consist of volunteers interested m social and humani- 
tarian work. Both the school master and the members of the 
health nucleus will be given training at the nearest Primary 
Health Unit in First Aid, Stretcher drill, Ambulance work, 
Home Nursing and in General Sanuation. They will not 
only render immediate First Aid in all emergent medical and 
surgical conditions but also arrange for the conveyance of 
the patients to the nearest hospital. They will also help 
the school msater in the visual and auditory health education 
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In July 1948, after years of patient investigation, a group 
of workers in the B.D.H. Research Laboratories succeeded in 
isolating, in pure crystalline form from Anahemin, an erythro- 
poietic factor of liver. This factor is now known as vitamin 
B,, and it is available for the treatment of macrocytic anemias as 
Anacobin. 

Anacobin contains 20 micrograms of pure crystalline vitamin 
B,, in 1 mi. of solution. 


‘ANACOBIN’ 


of 3x! mi. 


Purther information is aveitable on request Representatives in India 
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work. The school master will be paid an allowance for this 
extra work and the volunteer members of the Health Nucleus 
be awarded occasional prizes and other tokens of appreciation 
for their voluntary social work. This is expected to c 
abiding interest of the workers in the health work of 
village. 

The first Five Year Post-War Plan of the Government 
of Orissa aims to establish one dispensary for 100 square miles 
and for nearly 28,000 people. The working radius of each 
dispensary will be about 5 miles i.e. ther: will be one dispensary 
at every 10th mile. Year by year more end more dispensaries 
are being established. When this programme is completed 
one dispensary will serve the territory ot 18 to 28 Grama 
Sabha as envisaged by the Orissa Grama Panchhayat Act. 
As soon as equipment and trained service personnel are 
available each of these dispensaries should be made the centre 
of Primary Health Unit in the lines of the short term 
programme of the Bhore Committee Recommendations. In 
successive five year periods, the long term programme may 
slowly be worked out. This will spread cut for 30 to 40 years. 


In the existing conditions of the country, even the short 
term programme appears formidable. Until the production 
of health service personnel including doc:crs, health inspectors, 
nurses, midwives, dais, health assistants, pharmacists and 
technicians is considerably augmented, it is not possible to 
carry out even the short term programme. The Staff of the 
existing rural dispensaries at present is as follows: 

Doctor 
Compounder 
Dai (trained) 
Male servant 
Sweeper 

be possible to staff these dispensaries as follows: 

Midwives or trained Dais . 


Dispensary sweepers (Male & female) 

Both doctors will work in the curative and preventive 
sides, one alternately remaining in headquarters for running 
the dispensary and indoor work and attending to emergencies 
as they arise there while the other will be moving about his 
area about 100 sq. miles ic. five miles round about the 
dispensary for public health work. The Health assistant will 
be touring about with the doctor. The health imspector with 
the health assistant will be concerned with more detailed 
public health work and collection and compilation of vital 
statistics and other clerical work of the dispensary. One of the 
midwives or trained dais will be available for domiciliary 
midwifery. Each rural dispensary will in due course work as 
the centre of a Primary Unit in terms of the Bhore Committee 


Primary Health Units will be associated with local Health 
Committtees formed by such of the Gram Panchayets of the 
concerned area as are interested in the health work. 
association of the people's representatives will be 
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the Health Boards for the Subdivisional, District and Provin- 
cial Health Organisation as recommended by the Bhore 
Committee. 

Free domiciliary health serviee particularly treatment of 
emergent conditions including attendance on labour cases 
constitute a very important part of socialised health service. 
Strength of health services personnel should be suitably and 
sufficiently augmented to permit an emergency roster system 
to be evolved. This will not only serve to attend immediately 
any emergent cases brought to the hospital or dispensary at 
any time but also provide for free domiciliary attendance on 
emergent cases within an area of a specified radius. Suitable 
and quick means of conveyance must be placed at the disposal 
of the staff for the purpose. This will considerably minimise 
much of the unnecessary mortality and morbidity in the country. 
We know that the proportion of hospital bed strength to the 
population in India is 0-42 per 1000 population whereas in 
U.S.A. and U.K. the figures respectively are 10-48 and 7-14. 
We also know the colossal degree of morbidity in our 
country in comparison with that of U. K. and U. S. A. The 
target aimed at by the Bhore Committee is 5-67 per 1000 to 
be reached in about 40 years. This means a 75-bedded hospital 
for each primary health unit catering for a population of 
20,000. 650-bedded hospital for the subdivisional headquarters 
and 2,500-bedded hospital for the district headquarters. This : 
programme is of colossal dimensions and even a confirmed 
optimist cannot easily reconcile himself to it. For the greatest 
good of the greatest number some sort of domiciliary treat- 
ment has to be initiated however incomplete, In the provin- 
cial headquarters stations and in cities where medical colleges 
are situated, domiciliary treatment can be introduced im the 
municipal area, Medical students, pupil dais, midwives, 
nurses, comoounders on training can be suitably employed for 
this purpose under the supervision of the members of the 
teaching staff. In Dublin such a system docs exist and 
attendance on patients at home is considered as an integral 
part of the curriculum of their studies. It is proposed that 
students on duty in the medical, surgical and obstetric depart- 


treatment will be mostly of emergent nature. Each extern 
batch will have a medical officer usually a member of resident 
staff. On receipt of a call the resident doctor on duty will 
depute students in turn in suitable batches to attend on the 
case at home. If necessary students deputed may call for 
the services of the resident doctor who will then attend the 


the University may suitably be altered to provide for compul- 
sory attendance on a certain minimum number of such home 
cases in these three subjects. This scheme has two aims in 
view namely it will reach medical relief to the suffering 
patient at home in cases of grave emergency, secondly it wil) 
afford opportunities to the students for practical training in 
the realistic background. A practising doctor of any 
experience realises the great difference between treatment at 
home and treatment at the hospital. The Dublin system should 
therefore be adopted in our country particularly in cities with 
Medical Colleges. This may be treated as a small beginning 
of Domiciliary Treatment Service. 

Reorientation of Medical Education on Rural Bias and 
Rural Backgrownd—The vast majority of medical students 
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of today will be employed in rural afeas. Their education 
and training should, therefore, have a rural bias. The scheme 
of reorientation of medical education on a rural background 
will have to be worked out in detail. 

The following innovations in medical education are tenta 
tively suggested :— 

1. Right selection of students for admission into medica! 
colleges based on merit, aptitude and physical fitness and not 
on the financial capacity of the parents or guardians. 


2. Fully provided free medical education including free 
tuition, free boarding and lodging, free books and instruments 
and uniforms plus a pocket allowance in return of service 
under the state for « specified number of years on a fixed scale 
of pay. It should be applicable to at least 2/3rds of students. 
In U.S.S.R. medical education is completely free. In U. K. 
the Goodenough Committee has recommended that at least 1/3rd 
of the students should be taught free. 


3. Whole-time teachers with no private practice with 
adequate remuneration who will utilise their whole time and 
energy for the care of patients, study of their subjects, 
teaching of students and research. 


4. Deputation of medical students during each year of 
their medical study to rural area in suitable batches te help 
the epidemic staff of the Health Department in the prevention 
of outbreaks of epidemics and rendering such medical aid to 
the patients as possible. Each batch will be put under the 
control of a responsible officer preferably a member of the 
teaching staff. 

5. ‘Deputation of medical students of cach of the clinical 
years of study to the rural dispensaries and hospitals under 
primary and secondary units to work there as doctor students 
under the local medical officers. The duration of such deputa- 
tion should be one month during the long vacation of the 
medical college. The work will be curative at the dispensary 
and preventive in the area specified for the dispensary. 

6. Introduction of ‘Social Medicine’ into the medical 
curriculum with special emphasis on rural conditions of our 
country. 

7. Emphasis on the teaching of all branches of Medical 
Science and practice as applied to rural conditions. This 
includes simplification in the methods of diagnosis of diseases 
and treatment and after-care of patients in the out of the way 
places, and the utilisation of commonly available indigenous 
drugs, recipes, diets and therapeutic materials for the ready 
and on-the-spot treatment of cases. 


8. Establishment and maintenance in the Medical College 
compounds model herbal gardens and cultivation of all medi- 
cinal and useful plants and trees and introduction of instruc- 
tion in cultivation, collection and utilisation of herbs. Medical 
graduates attached to primary units as medical officers, will 
he expected to maintain herbal gardens on a smaller’ scale and 
utilise their products in their day to day practice. 

9, Utilisation of all available clinical and other human 
materials and the talent of teachers and students for investi- 
gation and research and provision of post-graduate degrees for 
successful scholars. The first is the primary aim and the 
second is the means to that end namely as a source of 
encouragement for the ambitious. Research is not always 
necessarily costly nor does it always require well-equipped 
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laboratories and costly apparatus. Not money but mind that 
is wanted. 

Health Service Personnel—Abolition of Private Practice 
Ma better Scales of Pay—Besides the intelligent co-operation 
of the people, an honest and contented body of public servants 
is absolutely necessary for the success of a socialised health 
service. This statement is equally true for any other social 
service. The service personnel must devote their whole- 
hearted and whole-time attention to the public service and 
in return they must be assured the satisfaction of the primary 
necessities of a civilised social existence namely (1) balanced 
diet, (2) adequate clothing, (3) hygienic housing, (4) free 
medical service when ill and (5) free education, to 
children. Further there should be provision for covering the 
future. Besides these they are to have some free money for 
expenditure on their free will. Satisfaction of these needs will 
ensure a sense of security in the mind of the public servants. 
Security breeds contentment. This in turn will prove to be 
the greatest preventive measure against corruption in public 


service. 


Social inducement for Rural Health Service Personnel— 
There is a general disinclination of the doctors to settle in 
rural areas. There are too many doctors in urban areas and 
there is quite a lot of unemployment and hard struggle among 
doctors in towns and cities This is the position not only in 
India, but also elsewhere in the world. The recently intro- 
duced National Health Scheme of the United Kingdom 
purports to regulate the admission of doctors in different areas 
in. order to evenly distribute doctors all over the country. 
The U.S.S.R. attracts doctors to the rural areas by providing 
for them increased pay, free housing, free fuel, free water 
supply and free lighting. Here in India we may provide the 
following attractions to doctors and health service personnel 
posted to rural dispensaries in order to attract them to rural 
health service 


(i) Free provision of staple food items produced in 
the locality namely in Orissa—Rice, Dal and Oil, 


(ii) Free fuel in the shape of locally available fuel 
wood, 


(ii) Free education to their children in educational 
institutions into which they can gain admission 
by merit. 


(iw) Free furnished quarters. The privilege of free 

quarters is already there in all rural areas. 

I feel I would not be doing justice to you if I do not 
make a brief reference to a serving problem of the day, a 
problem which has been in recent years engaging the serious 
attention of the profession, people and the government. This 
refers to the alternative systems of medical practice nameiy 
Ayurveda, Unani and Homeopathy. 

India is always catholic, liberal and all-absorbing. All 


systems indigenous or foreign are always welcome. 


We all would certainly welcome the Ayurveda and 
Homecopathy into the Research Departments of Medical 
Colleges. Some research is already under way. I can 
vizualise a time not in very distant future the establishment 
of Ayurvedic and Homeeopathic Research Departments in all 
Medical Colleges and incorporation of all their fundamentals 
in the medical education. I am convinced that ultimately there 
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will be evolution of one common scientific system of medicine 
by the progressive synthesis of the different systems. 


The well-accepted ‘basic doctor’ conception precludes the 
emergence of another kind of doctor of different position, 
prestige and status. The Ayurvedic physicians of my con- 
ception should in no way be inferior to the present day 
officially recognised and officially controlled physicians. Neces- 
sarily therefore their education and professional training should 
be of the same high order as we now insist on the basic 
doctors. Anybody who wished to take up the profession of 
medicine must have one basic educational qualification namely 
LSe. with biology, Ayurvedic students taking up classical 
Ayurvedic medicine, surgery and midwifery. All successful 
students should have the same university degree with a dis- 
tinetive letter to designate their speciality. All these graduates 
will have the same status, position and responsibility. It will 
therefore necessarily take five years to turn out the first batch 
of Ayurvedic Doctors. But since the Government is already 
committed to the policy of immediately utilising the services 
of present Kavirajas and establishing Ayurvedic dispensaries 
and in fact many such institutions have already been estab- 
lished, we have to tackle the problem, how best to utilise 
their services without at the same time officially encouraging 
quackery. My proposal in this connection is that every 
Kaviraj selected for appointment must be given an intensive 
course of training of at least six months in First aid, Ambu- 
lance, home nursing, village sanitation and in the rudiments of 
hospital technique as much as practicable. There is an un- 
fortunate tendency of the present day Ayurvedic physicians 
to make a pretence of using medical appliances, instruments 
and drugs without any knowledge about them. Such fraud 
and malpraxis on the gullible public must be prevented with 
a strong hand. They will be allowed to handle such simple 
apparatus and drugs on which they have been given proper 
training after appointment. Their services should best be 
utilised in rural areas for giving first aid to the people and 
for vaccination and inoculation and for rural sanitation. 
Every year they should in batches be attached to sub-divisional 
hospitals and to the Sub-divisional Public Health Organisa- 
tions for receiving further practical training in hospital tech- 
nique and public health work. In due course, I feel, they can 
be safely entrusted with handling anti-malarial drugs and 
sulphaguanidin tablets for dysentery and cholera. They may 
serve as the medium of dissemination of public health infor- 
mation. Their purely Ayurvedic practice should be subject to 
supervision of special Ayurvedic Officers. 


Resolutions passed at the Third Orissa Provincial Medical 
Conference held on the 7th November, 1949: 


1. Resolved that this Third Orissa Provincial Medical 
Conference urges upon the authorities of the Medical College 
to establish a herbal garden in the vicinity of the medical 
college compound and cultivate in it the indigenous and foreign 
herbal plants under the control of the department of pharma- 
cology and this conference further urges on the authorities 
of the University and the Medical College to include a course 
of study on herbiculture, identification, collection of herbal 
plants and preparation of therapeutic substances out of them. 


2. Resolved that this Conference is of opinion that the 
fundamentals of the Science of Ayurveda should be studied 
by the Medical practitioners with a view to discover the 
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hidden truths and incorporate the same in the practice of 
scientific medicine when such new discoveries will bring 
benefit to the suffering humanity. 


3. Resolved that this Conference is of opinion that ad- 
mission into Medical Colleges should be based strictly on merit 
yptitude, and physical fitness and not on the financial capacity 
of the parents and guardians of the students; with a view to 
implement this principle this conference urges on the Govern- 
ment to institute immediately a certain number of fully pro- 
vided free studentships which should include free tuition, free- 
boarding and lodging, free supply of instruments and books, 
free uniform plus a pocket allowance, and in return these 
students shall execute bonds to serve the State for a specified 
number of years on a salary prevalant in the province at the 
time. 


4. Resolved that this Conferencé welcomes the request 
of the Honourable Premier to prepare a scheme for imme- 
diately augmenting the production of docters to remove the 
existing dearth of doctors in our province, this conference 
enjoins and authorises the Working Committee of the Orissa 
Provincial Branch of the Indian Medical Association to work 
out a scheme for increasing the production of all classes of 
health service personnel and examine the possibility of doubling 
the number of admissions of students into the medical college. 


5. Resolved that this Conference appreciates the difficulty 
of the medical practitioners whose clinics and dispensaries 
are subjected to the inspection by the non-medical drug ins- 
pectors under the provisions of Orissa Drug Control Rules 
and authorises the Working Committee to collect all relevant 
information on the subject of drug inspection and qualification 
of drug inspectors and the practice in other provinces and 
formulate a well considered policy on the question and take 
up matters with authorities concerned. 


6. Resolved that this Conference feels that all Licentiates 
should be given an opportunity to take up the Condensed 
M.B.B.S. course and this conference strongly urges on the 
Government of Orissa that admission into Condensed M.B., 
B.S. course should be continued for a few years more. 


7. Resolved that this Conference is definitely of opinion 
that the environment and the family tradition of a doctor's 
household are positive assets to the production of future doctors 
imbibed with a certain degree of diagnostic and therapeutic 
intuition; this conference therefore feels that doctors’ children 
should be given a preferential treatment in regard to admission 
into the Medical Colleges and this Conference strongly urges 
on the Government to reserve a certain percentage of seats 
in the medical colleges for the children of doctors provided 
they comply with the minimum qualifications laid down by the 
University and the Indian Medical Council. 


8 Resolved that this Conference is of opinion that in 
the interest of sound basic medical education and of higher 
medical education and research the medical teachers should 
be whole-time and should be able to devote their whole time 
and energy to the care of the patients, teaching of students, 
encouraging research among students and undertaking research 
themselves; this Conference is of opinion that these ideas of 
medical education are not attainable in practice so long the 
medical teachers are allowed private practice; this conference 
strongly urges on the Government to abolish the privilege 
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9 Resolved that this conference is of opinion that a 
rural bias and a rural background should be introduced 
immediately into the curriculurn of medical studies in India as 
a very large percentage of doctors in future will have to 
settle and practise in rural conditions; with this object in 
view this Conference authorises the Working Committee to 
frame a necessary scheme for this purpose and present the 
same to the Government, the University and the Indian 
Medical Council for their consideration. 

10. Resolved that this Conference declares that the 
training of the Medical students is mostly devoid of realistic 
approach to the actual home surroundings and this conference 
is of opinion that dom-‘liary treatment service should be 
introduced into the medica! curriculum; this conference autho- 
rises the Working Committee to work out the details of 
programme of domiciliary treatment service and training of 
the students therein and present a workable scheme to the 
Government, University and the Indian Medical Council. 


11. Resolved that this Conference urges on the Govern- 
ment to teke steps for providing shelter homes for the vagrant 
lepers and for providing treatment facilities for them there. 


12. Resolved that this Conference notes with pleasure 
the recent efforts of the Government to increase the facilities 
for medical relief in rural areas and appreciates the action of 
those medical practitioners who have in recent years been 
settling in villages but the Conference feels that the amount 
of proper medical relief now actually available to the rural 
people is extremley inadequate; the Conference is definitely 
of opinion that the continued disinclination of the bulk of 
medical practice is due to certain unfavourable circumstances 
prevailing in the country side, like unequal competition against 
the quacks masquerading under various names and lack of 
ordinary amenities of civilised life; this Conference strongly 
urges on the government to provide the following facilities to 
the rural practitioners particularly to the medical officers 
posted to rural dispensaries in order to attract the medical 
practitioners to rural, areas. 


(i) Free supply of uniform, 
(ii) Free supply of fuel and light, 


(ii) Free education to their children in all educational 
institutions into which they gain admission by 
merit, 

(iv) Provision of free furnished quarters. 


This Conference notes with regret that although quarters 
are provided in rural areas, but they are unhygienic and un- 
furnished, no dispensary should be opened in rural areas until 
suitable quarters are provided. 


13. Resolved that this Conference feels that private prac- 
titioners are subjected to great inconvenience and harassment 
by the Sales Tax department of the Government who insist 
on the maintenance of records for supply of medicine to their 
own patients and assess sales tax on the same. This Con- 
ference strongly urges on the Government to exempt the 
practitioners not owning Drug Shops from the operation of 
sales tax as has been done by the Government of Bombay. 


lxiv 


NINTH BIHAR PROVINCIAL MEDICAL 
CONFERENCE, DARBHANGA 


The IXth Bihar Provincial Medical Conference was held 
on 26th and 27th November, 1949 :t Darbhanga under the 
presidentship of Dr. Rajeshwar Prasad of Arrah. 


The Conference and the Exhibition were inaugurated by 
Sriman Raja Viseswar Singh Bahadur of Rajnagar Raj. 

On 26th November the Conference was inaugurated. 
Chairman of the Reception Committee read the welcome 
address. Sriman Raja Bahadur read his inaugural address. 
Dr. Rajeswar Prasad, President of Bihar Provincial Asso- 
ciation for 1949-50 delivered his Presidential address. Dr. 
G. R. Khan, wa. welcomed the members and delegates on 
behalf of Licentiates Association and Dr. D. P. Dar, President 
of the Bihar Provincial Licentiates Association read his 
Presidential address. 

The Conference was attended by over 400 members of 
the profession including 42 Delegates from the different Local 
Branches. Rai Bahadur Dr. T. N. Banerjee inaugurated and 
presided over the Scientific Section. 

The following are excerpts from the Presidential Address 
delivered by Dr. Rajeswar Prasad on 26-11-49: 

With the springing up of our national Government our 
objective should be the making of the Nation strong, vigorous, 
up-to-date and progressive. Our Association has always res- 
ponded to any call to render assistance and given suggestions 
for good service with promptness, Behar has not lagged 
behind in national activities as is illustrated by one of its 
members taking a good part in speaking on a resolution and 
making out a case for adoption of B. C. G. inoculations in 
India and for adoption of mass miniature X-ray photography 
of chest in the Bombay Session of the All-India Medical 
Conference. The concrete result has been the invitation to 
experts from Norway and Sweden to visit our country. Behar 
extends its warm welcome to Dr. Svend K. Svendsen, Chief 
of the United Nations international Tuberculosis Campaign 
and Drs. Paul Andresen, (the present chief) K. Jyssum who 
have come here to launch B. C. G. Vaccination campaign in 
Behar. Also a mass chest radiography unit is soon going 
to be purchased at a cost of rupees one lac twenty thousand 
by India Government. A resolution adopted at the Dhanbad 
Conference also met recognition from the All-India Medical 
Conference, Bombay, though in an altered shape—that was 
on sending out medical men to America for training in Indus- 
trial Health and Medicine. The Bombay conference improved 
on our resolution. ‘ 


I feel delighted to see our session held here at the second 
centre of learning of the medical sciences in our Province. 
In major part it was the munificence of the late Maharaja- 
dhiraj Sir Rameshwar Singh of Darbhanga that gave rise to 
this institution which began with smaller ambitions. This 
institution by aid of Government is fast rising into a first 
rate competitor of the Patna Medical College (which also 
had his usual munificence). 

Various imperfections of this college have been ventilated 
through the press as regards insufficient teaching staff, insufi- 
cient clinical material and want of equipment. I have no 
dowbt that in proper quarters there must be prevailing the 
utmost desire to do all that can be done. But looking at things 
which attract notice I think we can offer some suggestions 
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with the hope that if found practicable these may receive 
consideration. 

That there should have been a large influx of condensed 
course students at a given time does not look life foresight 
or prudent calculation. Hence the future batches should be 
smaller in size and reduced to manageable proportions and if 
the existing teaching staff even then is insufficient then an 
additional professor in each major subject on temporary basis 
is not beyond practicability. It is possible also to increase 
clinical bed-side teaching by a few hours by work on all 
working days of the week. Whatever be practicable should 
at once be done to give first class teaching. The disparity 
if any, between the number of Surgery professors or teachers 
between Patna and Darbhanga should be rectified. One is 
disposed to appreciate the disappointment of the condensed 
course students at being left with imperfect educational facilities 
at Darbhanga with the example before their eyes of the 
regular students migrating to Patna for continuing their 
studies in Patna Medical College 
I feel that the grievance of the 
condensed course students is real. 
The great remedy appears to be 
to hurry up things and complete 
Darbhanga Medical College in all 
respects in the shortest possible 
time, reduction of the batches as 
regards number, improvising 
more beds and entertaining extra 
professors, lecturers or tutors in 
all major subjects for the time 
being. But things cannot. be 
allowed to drift. The meagre 
time for completion of the college 
course given to the condensed 
course students should be so ar- 
ranged that they are enabled to 
derive the utmost benefit out of 
the time placed at their disposal 


Further I like to point out that 
a very large number of applicants 
for medical education have been 
turned away for want of accom- 
modation in the existing colleges. 
Keeping in view the recommenda- 
tions of the Bhore Committee it 
is necessary to establish a third 
college in Bihar in the near 
future. 

This Association is thankful to the Bihar Government for 
recognizing the claims of medical men in the matter of ad- 
mission of their children in the medical colleges. Admission 
was granted to the names submitted to Government by our 
Association. 

Patna General Hospital—It may be useful to think how 
the overcrowding in Patna General Hospital can be minimised. 
The admissions are often double or even treble the sanctioned 
accommodation particularly in two wards—the female surgical 
and maternity ward of the Women’s Hospital. I consider 
that the need for more beds is very urgent. It also struck 
me that linen and blankets are rather too short but this is a 
temporary affair and looked a trying hardship. 


De. Rayesuwar Prasap 
President, 1X Bihar Provincial Medical Conference 
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The present operation theatres are insufficient. Often two 
Surgeons are operating in the same operation theatre. The 
ingress and egress is through the main entrance. There is 
one common room for the preparation of the Surgeons and 
the main entrance is common access. I believe the aseptic 
operation theatres need to be remodelled on modern lines. 
Students’ galleries should be so placed as to convenience full 
view of the stages of the operations, otherwise the full benefit 
of teaching is not afforded to students. Particularly now 
there must be available a new operation theatre for the high 
aseptic demands of joint and bone surgery which, I understand, 
is now being done in relation to orthopedic surgery. It is 
gratifying to see that the value of orthopadic surgery has 
been realized and a new ward reserved. 

1 have carefully scrutinized the recent communique from 
Government giving a new classification of Paying Wards. 

The grading and charges appear to serve to exclude the 
middle class man and woman from getting any service at the 
Patna Medical College Hospital 
except that perhaps a scanty few 
rooms of class I]] may be avail- 
able for the parturient. 


The daily charges of most of 
the Paying Wards have been re- 
cently raised and pitched so high 
as to exclude all but the wealthy 
to enable admission. They can 
very well afford not only to call 
doctors of higher and mediate 
qualifications at their own houses 
but almost can command all 
facilities at their residence. It is 
not the wealthy who require 
paying wards. Also if this is 
allowed the private practitioners 
lose in practice. Some years 
ago, the Congress Government 
suggested the creation of beds 
available for middle class people 
on moderate charges inclusive of 
clinical investigations. So  in- 
stead of more facilities to the 
middle class their claims have 
been curtailed. I appeal that the 
middie class should have an ade- 
quate number of paying wards 
available to them on charges 
within their means. 

Midwifery—Scienitfic midwifery is nor-cxistent in rural 
areas. It is unfortunate that there exists . the rural areas 
much morbidity and much infant mortality and that tetanus is 
common in the new born. It is a slur on the dignity of our 
profession and of our Province. In England it is within the 
right of every expectant mother to apply for midwifery aid 
and to obtain it without cost and some good money in addi- 
tion for both mother and child. We here offer cold indifference 
to suffering and death. 


Also the recent National Health Service Act of England 
has devised the Emergency Maternity Service which provides 
for skilled help being taken to patients requiring such assis- 
tance and unfit for transfer to Hospital. It has given ample 
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proof of life saving possibilities. It has been extremely costly. 
A consultant may have to run fifty miles in his car at night 
with blood-transfusion equipment. But our country has not 
too plentiful of consultants, neither the roadway nor the 
finance. When I write this I am led to think of the impor- 
tance being given to spend after such things as Homceopathy 
and Ayurved and Hakimi and I feel a despair. I desire to 
impress that midwifery aid is the all too important national 
work to the exclusion of all else in medical aid. I request 
even a passing reference to the National Health Service Act 
of England so that we may be impressed with the duty of 
a nation towards the parturient. 


Rural Medical Aid—There has recently been a proposal 
that in order to secure Rural Medical Aid, medical registra- 
tion of a graduate should be withheld till he has put in six 
months service in rural work. 


This proposal is to my mind putting the cart before the 
horse. With such a provision a graduate is required to 
practise like a full-fledged practitioner before he is registered 
as a Medical Practitioner. It is neither legal nor will be 
popular with young graduates. Neither the public will be 
benefited for various reasons. His newness and his short 
stay in the centre of new social environments is not con- 
ducive to any appreciable success as a medical practitioner 
and midwifery is out of question in respect of which matters 
have just been discussed. 


There is another danger. A young graduate may settle 
in a village in his own home and although supposed to do rural 
practice in fact enjoys the affluence of his home and finds no 
hard labour to make it appear that the required six months 
of rural practice, has been attained. On the other hand a 
poor young graduate finds it doing hard work and has deserv- 
ingly put in real Rural Service. The two different categories 
will probably receive the same recognition of having com- 
pleted the pre-requisite condition for entry into service. 


It is practicable to enjoin any condition, for entry into 
service, inchiding the imposition of a bond to be executed by 
the entrant. 


Admitting that finances are available it is practicable to 
entertain a sufficient number of doctors for rural areas given 
the condition that the remuneration is adequate. The present 
pay of an Assistant Surgeon on entry into service will pro- 
hably be quite acceptable but as a doctor cannot work alone 
he must be allowed an assistant, better, a compounder-dresser. 
The number to be settled in each District may have to depend 
on finances. They should be allowed private practice. 


Women's Side in Sadar Hospitals—Bihar is possessed of 
a phenomenon which docs not obtain in other parts of India. 
There is a shortage of qualified Lady Doctors. Some, that 
are here, hail from other Provinces. There is a silver lining 
as Bihar girls are just taking to study in the medical line but 
the number of admissions is still very unsatisfactory. There 
appear to have been reserved in the Medical Colleges enough 
seats for them but the number actually applying falls short 
of the provided seats. Let us hope the outlook is changing 
and we may expect to haye many joining the colleges in 
time. 
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Working in Hospitals and Dispensaries—Some of us are 
not quite free from blame of misusing time intended for in- 
door work. Time is devoted to other work unconnected with 


the hospital. The outdoor is sometimes wanting in certain 
things that will make a satisfactory examination of a patient, 
for instance, an ear speculum. I can cite attention to many 
other things. We must realize the responsibility. A little 
indifference may cost the patient prolonged visits and inter- 
fere with convenience of patients both physical, mental and 
economical too. 


Formerly the medical staff working in a hospital or a 
dispensary used to be guided and encouraged by a superior 
professional person who was critical and checked his sub- 
ordinate’s work according to rules of the science and art of 
medicine and on sense of responsibility. This sort of right 
atmosphere is to-day being replaced by submission to another 
kind of authority—the fear of the complaint book kept in 
every outdoor. Every other consideration has been subordi- 
nated to this one. It has taken away the self respect from 
the executive and substituted the sense of self respect by 
respect to those who sternly demand some favour for them- 
selves. This takes away the heart to work with professional 
morality. Also if complaints have been frivolous the irres- 
ponsible complaint is scarcely ever brought to book and 
awarded any retribution. 


Stock of Medicines in Dispensaries—Most dispensaries 
always remain short of medicines particularly of the modern 
effective kind. It is not possible to stock these without much 
increase of the budget. This, therefore, must receive atten- 
tion. Many a poor patient either gets merely the old Hospital 
pharmacopeial mixture or gets a prescription of costly 
medicines to buy from the open market or sometimes buy 
the ampoules from the Medical Officer's own stock purchase- 
able for price. It has seemed to me that there is room for 
abuse. 


It is possible to devise a list of serviceable drugs without 
being extravagant that must be in stock. In respect of such 
drugs, bulk supply at contract rates on Provincial scale is pos- 
sible. Efforts must at the same time be made to obtain cost 
price payments from patients who are able to afford. It 
requires a change in the mentality in the general population 
to be voluntary minded in the matter of payments for benefits 
received at hospitals and dispensaries. Will appeal by Public 
speakers help matters? 


The appointment of I1.G.C.H.—Under the British regime 
the 1.G.C.H. used to be appointed on seniority and merit on 
an all-India basis. If in Bihar, the appointment is made by 
a group of official personalities who are not conversant with 
matters medical it is open to objection. Also the appoint- 
ments are liable to be made on power-politics or party-politics 
basis or as a reward for political work. I am unable to shut 
my eyes to such things as they have happened in the lower 
spheres. Nothing can be worse if that happens. Particularly 
if an LG.CH. is soft much injustice can be done. The 
appointment of the 1.G.C.H. can best be left to the biggest 
representative body of medical men or at best power be dele- 
gated to them to nominate a panel of two names to select from. 


Our Duties—Full responsibility has devolved on us, 
particularly as we are holding C.S. posts. In this position I 
request you to throw lustre on duties entrusted to you. There 
must not be any shirking of your duties. The shirking has 
happened even by the British I. M. S. This came to my 
knowledge privately through an I. M. S. himself who said, a 
private conference of I. M. S. personnel was convened and 
they were impressed that they should put forth better work 
quantitative and qualitative. No harm if | tell you about the 
same thing and enjoin on you full hearted high level work 
both professional and administrative. I must confess that I 
know of several cases where there was cause for self- 
introspection. 


World Medicine—It is gratifying to note that there sat 
recently in Delhi the regional committee of the WHO 
and the Committee considered the difficulties of India in pro- 
curing medical supplies. Decisions are not yet known. 
Important items for manufacture of D. D. T. and supply of 
Penicillin was also discussed. Priority has been given to 
B. C. G. inoculation and nutrition problems have been con- 
sidered. We must be on the watch for obtaining equitable 
share of benefits likely to accrue but we have to await details. 


From the activities of the World Health Orgamsation in 
our country an impression is growing in my mind that so far 
as the science and art of medicine is concerned the whole 
world is one. Rightly therefore the same Committee considered 
the question of reciprocity of medical degrees to be observed in 
participating countries. As a matter of fact we are welcoming 
in our midst as illustrated in the B, C. G. campaign men 
chosen from Northern Europe to initiate us in the work. No 
country will lose for adoption of such reciprocity. 


Industrial Medicine—As regards our Dhanbad resolution, 
due to dollar devaluation it is no longer practical to depute 
medical men for training in America however desirable it 
may be. The Bombay session of the All-India Medical Con- 
ference had improved on our resolution and recommended the 
establishment of one college of Industrial Medicine and 
Hygiene. ln Bihar many industrial organisations are springing 
up. Men for medical care will be needed. General practitioners 
even though competent physicians need to seek instruction in 
order that they may successfully apply their knowledge to 
industrial service. Fortunately the India Government has 
started a college of Industrial Medicine and Hygiene but it 
will require time to be comprehensive. 


Preventive Medicine—It is satisfactory to note that the 
Public Health Department is gradually undertaking the 
additional work of T. A. B. inoculation and we look forward 
to more general adoption. Fortunately if Chloromycetin be 
made available the problem of typhoid will be solved. Till 
then we depend on T. A. B. which can be done on a mass 


scale. 


The pervailing cholera vaccination training is open to 
objection. A few months training in inoculation with cholera 
vaccine is merely technical, They do commit very pad 
mistakes. I know that recently two deaths amongst the 
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inoculated occurred soon following the inoculation. This 
results from want of knowledge about the imminent sus- 
ceptibility to full-fledged cholera if inoculated to an attendant 
in the stage of incubation period. The attack is merely 
hastened. No attendant should be inoculated without receiving 
dilute sulphuric acid in doses of a few drops in water daily 
till the negative phase disappears or some other substitute 
which will prevent cholera developing in such persons given 
simultaneously withsthe inoculations. 


Rightly it has been pointed out that dietary articles nvust 
be available in such fashion as to be eaten without fear of 
contracting disease. The proper washing of utensils and 
dishes must be enforced and dietaries for sale must be put i 
glass cases. 


It is not generally realized that the tempting ice cream 
is a store house of germs and street urchins know of it least 
of all. The hygienic preparation of ice cream should be 
standardized by law. 


Epidemic Control—High officials should make it a point 
to go into details, should acquaint themselves as to how 
things are being done, during their inspection visits. They 
should not go to any district headquarters and return back 
to their own head-quarters without doing any substantial 
work. This is more needed to-day when the mass injections 
are entrusted to laymen whereas previotisly these were dom 
by Health Officers or doctors on epidemic duty, Things appear 
to be going in a retrograde fashion. 


Health Centres—Uealth centres should be immediately 
established at the head quarters of Districts. The initial 
expenses may be substantial but after a few months it may 
stand to be almost self-supporting in the larger towns. There 
is so much demand of clinical examinations in the Moffusil 
that at present people will run to Patna or Darbhanga at extra 
cost to obtain reports. The set up should be divided into 
two divisions. 


A. Noti-remunerative. This for all material which the 
Public Health Department wants to get examined for epidemic 
control. Samples of water for chemical analysis, of cases of 
hacillary dysentery in epidemic form. Adulterations of food, 
bacteriological examination of well water and pond water, 
throat swabs cic. 


Surgeons’ Conference—An event of importance was the 
holding of the All India Surgeons’ Conference in the last week 
of 1948. It was replete with top rank lectures by surgeons 
of repute with numerous illustrations showing the great strides 
that neuro- and brain surgery have made. Concomitai.iy 
an excellent surgical exhibition was held. The event was of 
much educative value. We can very usefully imitate the 
conference on a miniature intraprovincial scale by a party of 
surgeons of this province visiting all or some of the places 
of surgical activity within the province. I have elsewhere 
stated that such parties might do well to see hospitals at work, 
and suggest what improvements will make for better work, or 
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the party may in return secure some newer knowledge or in journals. Narrowness by teachers of any description has 


technique for its own benefit. 


An Indian—Let us be proud and at the same time mourn- 
ful that Mr, Subba Rao was an Indian on the Research Staff 
of the Lederle Company in America. His many contributions 
are noted in the Medical Bulletins issued by the Lederle 
company. He made substantial contribution in research work 
which resulted in the discovery of Folic Acid and what is 
equally important he contributed to the preparation of. the 
synthetic drug useful in the treatment of filariasis namely 
Hetrazan. Alas! he is no more. He has brought credit to 
his motherland by association in Research work in America. 
Hetrazan was discovered by the joint efforts of research in 
chemistry, parasitology and pharmacology in vastly organised 
laboratories. It is in this way that new discoveries are made. 


Educational Aids—I learnt cisternal puncture from a movie 
picture. The same depicted molecular changes that resulted in 
arsenic fastness in man. 


Similarly the hypnotic and analeptic action of drugs were 
fully demonstrated on the screen. On addition of the solution 
the fishes fell down to the bottom of the glass jar containing 
water, rested on their sides and became motionless and when 
the opposite drug in solution was added they were roused from 
sleep and swam actively. I believe the teaching of medical 
chemistry can be very interestingly demonstrated on the screen. 
The movie films are more useful than epidiascopes. In the 
present state of the Darbhanga college these would have 
supplied a want. There is one good point in the movies. They 
provide entertainment in spare hours in addition to education. 


Group Practice—The American example of group practice 
is slowly being copied in England. In U. S. A. it is working 
very well. The general practitioner has been largely replaced 
by group practice. A number of medical men, not necessarily 
of outstanding academic qualifications co-operate together in 
a single clinic. Its medical staff chose their own specialities. 
The individual cases receive the benefit of examination in 
several specialities by the Doctor members. The fees are 
handsomely paid by a Health centre having a large clientele 
which may exceed one lac members who contribute to the 
Health centre. Only those are attended to who are contri- 
buting members, I think this is the only solution of our own 
difficulties consequent on overcrowding of doctors in towns. 


The Teacher and the Taught—The taught will be inspired 
by the personal example of the Guru. He will imbibe his 
teacher's conduct. No doubt this happens in most cases. There 
is much indiscipline amongst the Arts colleges but medical 
students have to realize the serious nature of the profession 
of their choice. That is why the WHO has recommended 
the taking of an oath after graduation. The WHO's 
reasons should be read in their Journal No. 1. Teachers have 
on them a newer responsibility of contribution to India’s 
greatness and the teaching they impart should reflect this 
feeling. Teachers should also contribute to advancement of 
learning by writing in medical journals. There is a conven- 
tion in other countries that a Professor must write articles 
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been immensely condemned by the WHO. 


The claim of Patna Medical Journal on all of us is an 
obligation. Those attached to institutions have means at their 
disposal whereby scientific investigations are easier. Unattached 
men of ¢ have extensive observations at their com- 
mand. The younger men can make queries and the answers 
are part of duties of men in position to answer. 


An example of rare medical service is afforded by an 
article by Dr. Paras Nath Sinha in the April number of the 
Patna Medical Journal which requires to be seen to be 
evaluated. It requires great professional honesty and great 
courage to confess the pitfalls. It is an example of what is 
demanded by our profession as regards medical ethics. 


National Stature—We throw away the Kan, the rice dust 
and the rice water. The other countries make Vit. B complex 
out of it. The British garrison besieged in the Dardenelles 
took rice and the Indian camp followers took the rice water. 
The soldiers got beri-beri. The camp-followers escaped from 
getting beri-beri. To-day im our province the rice mills are 
playing havoc in removing much of the pericarp of the rice 
grains during the polishing process and thus they are guilty 
of false economy. 


1 desire to quote (Med. clinics 1939 May—-Page 730). 
“The male adult born and brought up in the Eastern part of 
U. S. A. is apt to be defintely taller than his father and mother. 
These students were on an average 2°8 inches taller than 
their fathers and mothers—the factors largely responsible 
were calcium and protein. The average intake of milk on the 
part of the students was 450 c.c. of milk daily. The parents 
consumed about 200 c.c. of milk daily. The addition of milk 
in the diet of school children had a markedly larger influence 
on growth in both height and weight, the addition of milk 
in the diet of school children between six and eleven, the milk 
group made the largest gain and increase in height was 2-63 
inches. Nothing can be clearer in pointing out as to what to 
do to increase the stature of the Indian Nation. Schools should 
have dairies with well fed cows. No other food replaces milk. 


At the end of this discourse I desire to direct your 
attention to what Sir (later Lord) Moynihan has said in his 
book “The most important person in the operation room is 
the patient” and another observation by my own Professor 
Col. Charles who said “The wealth of the rich and the grati- 
tude of the poor should be equal to you. You will be blamed 
for something you have not done and praised for something 
which you do not deserve. Take both alike”. 


LM.A., WORKING COMMITTEE—lIn the proceedings 
of the Working Committee meeting held at Allahabad on 
25-12-49 and published in page xxxiii of the April issue of 
the Journal, the name of Dr. B. Tirumal Rao, a representative 
from the Andhra Provincial Branch, was not included through 
oversight in the list of names of “Members Present”. 
Dr. Tirumal Rao was present in the meeting and represented 
the Andhra Provincial Branch. 
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temperature has subsided to normal. 
Aureomycin has also been found highly 
effective for the control of the following 
infections : African tick-bite fever, acute ame- 


Capsules: Bottles of 16, 250 mg. each capsule 
Spersoids: jars of 75 gm. 


biasis, bacterial and virus- 
like infections of the eye* 
bacteroides septicemia, 
boutonneuse fever, acute 
brucellosis, Gram-positive 
infections (including those caused by strep- 
tococci, staphylococci, and pneumococci), 
Gram-negative infections (including those 
caused by the coli-cerogenes group), granu- 
loma inguinale, H. influenzae infections, lym- 
phogranuloma venereum, peritonitis, primary 
atypical pneumonia, psittacosis (parrot fever), 
Q fever, rickettsialpox, Rocky Mountain 
spotted fever, subacute bacterial endocarditis 
resistant to penicillin, tularemia and typhus. 


Troches: Bottles of 25, 15 mg. each troche 
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A THREE- WAY ATTACK ON 
Dysestory 


T.CF. Kubismide is « standardised compound of Kurchi Bismuth 
Jodide which is split up in the large intestine into its three constituents. 
Kurchi alkaloids have the amocbicidal action of emetin and ae 
considerably less toxic. 

lodine is effective against all micro-organisms and probably acts 
iodising and oxidising the elements of their protoplasm. 3 
Bismuth decreases inflammation and alters the environment of the 
amoebae, producing degenerative changes in the parasites. 

T.CF. Kubismide ip available in bottle: of .25, 100, 300 and 1000 


each, 
KUBISMIDE 
* 
Product of : 
TEDDINGTON GREMICAL FACTORY LTD., 
Sole Distributors: j 
W. T. SUREN & CO., LTD., ?.0. Box 229, BOMBAY, 1. 
Branches: 


CALCUTTA: P. O. BOX 672 o MADRAS: P. O. BOX 1286 
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